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Southwestern Medical Association 
Will Meet in El Paso Oct. 9-11 


The 39th annual meeting of the Southwestern 
Medical Association will be held in El] Paso Oc- 
tober 9, 10, and 11. Dr. Celso C. Stapp of El Paso 
is president. 

Convention headquarters will be in the Hotel 
Paso del Norte, colorful establishment which has 
long been known as the stamping grounds for 
cattlemen of the Southwest. Registration will be- 
gin at 8:30 a.m. October 9 on the mezzanine of 
the Hotel Paso del Norte. 

The galaxy of outstanding speakers who will 
address the meeting’s scientific sessions is as 
follows: 

Medicine: William Parson, M.D., Professor of 
Internal Medicine and Chairman of the Depart- 
ment of Medicine, University of Virginia School 
of Medicine. . 

Surgery: Oscar Creech, Jr., M.D., The William 
Henderson Professor of Surgery and Chairman of 
the Department of Surgery, Tulane University 
School of Medicine. 

Pathology: E. E. Muirhead, M.D., Professor of 
Pathology, University of Texas Southwestern 


Medical School, Dallas. President, American Asso- 


ciation of Blood Banks. 

Orthopaedic Surgery: Frederick C. Bost, M.D., 
Clinical Professor of Orthopaedic Surgery, Univer- 
sity of California School of Medicine, San Fran- 
cisco. President, American Academy of Ortho- 
paedic Surgeons. 

General Practice: J. S. De Tar, M.D., Past 
President, American Academy of General Practice. 
Milan, Michigan. 

Anesthesiology: Robert A. Hingson, M.D., Pro- 
fessor of Anesthesia, Western Reserve University, 
Cleveland. 

Otolaryngology: Howard P. House, M.D., Pro- 
fessor of the Department of Otolaryngology, Uni- 
versity of Southern California School of Medicine, 
Los Angeles. 

Ophthalmology: Phillips Thygeson, M.D., Clini- 
cal Professor of Ophthalmology, University of 
California School of Medicine, San Francisco. 
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Obstetrics and Gynecology: Edward A. Banner, 
M.D., Assistant Professor of Obstetrics and Gyne; 
cology, Mayo Clinic, Rochester, Minnesota. 

Mac F. Cahal, executive secretary and general 
counsel of the American Academy of General 
Practice, who made such an impression on listéners 
at the association’s 1954 meeting in El Paso, will 
once again be the banquet speaker on Friday 
night. 


Other Officers 


Other officers of the association are, Dr. Louis 
G. Jekel, Phoenix, president-elect; Dr. W. J. Hoss- 
ley, Jr.. Deming, N. M., vice president; and Dr. 
Russell L. Deter, El Paso, secretary-treasurer. 
Members of the executive committee are, Dr. Hol- 
lis H. Brainard, Tucson; Dr. A. R. Clauser, Albu- 
querque, and Dr. A. G. Herrera, Chihuahua City, 
Mexico. 

Technical exhibits will be shown on the mezza- 
nine of the hotel while scientific sessions will be in 
the mezzanine ballroom. The business meeting is 
scheduled for 2:30 p.m. October 11 in the mezza- 
nine ballroom. 

The Southwestern Medical Association has been 
authorized by the commission on education of the 
American Academy of General Practice to grant 
a maximum of 14 hours credit, Category I, to 
members of the academy. 

Chairman of arrangements for the convention 
is Dr. Merle D. Thomas. 


Organization Meetings 


Organization meetings, to be held during the 
convention, are as follows: 

Orthopaedic Association Luncheon Round 
Table; Spanish Room, Wednesday, October 9, 
12:15-1:45 p.m., Moderator, Dr. Louis Breck. 

New Mexico Orthopaedic Association; Spanish 
Room, Wednesday, October 9, 2:00-4:30 p.m. 

Anesthesiology Section; Spanish Room, Lunch- 
eon Round Table, Thursday, October 10, 12:15- 
1:45 p.m., Moderator, Dr. Merle D. Thomas. 
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Pathology Section; Indian Room, Luncheon 
Round Table, Friday, October 11, 12:15-1:45 p.m., 
Moderator, Dr. M. S. Hart. 


Academy of General Practice, Garden Room, 
Breakfast Meeting of the New Mexico Chapter of 
Academy of General Practice, October 10, 8:00- 
9:15 a.m.; Garden Room, Luncheon Round Table, 
October 10, 12:15-1:45 p.m., Moderator, Dr. L. S. 
Evans. 


Ophthalmology Section, Southwestern Medical 
Association; Spanish Room, Friday, October 11, 
9:30-11:00 a.m. 


Otolaryngology Section, Southwestern Medical 
Association; Spanish Room, Friday, October 11, 
2:00-4:30 p.m. 


Obstetrics and Gynecology Section, Southwest- 
ern Medical Association; Spanish Room, Friday, 
October 11, 12:15-1:45 p.m. 


Social Activities 


Social activities include a party in the Lobby 
Cafe in Juarez at 8 p.m., Thursday, October 10; 
a cocktail party from 6 to 7 p.m., Friday, October 
11, in the Mezzanine Room of Hotel Paso del 
Norte with the Southwestern Surgical Supply 
Company as host; a banquet at 7 p.m. Friday in 
the Roof Ballroom of Hotel Paso del Norte. 


Mrs. Russell L. Deter, chairman of entertain- 
ment for the ladies, has announced that the Wom- 


an’s Auxiliary to the E] Paso County Medical So- 
ciety will give a coffee at 10 a.m. Friday, October 
11, in the Cafe Charmant in Juarez. A feature of 
this event will be a style show of clothes designed 
and made in Mexico: sports, patio wear and cot- 
ton formals. The show will be presented by Rios of 
Juarez. Members of the auxiliary will model and 
those participating are Mrs. H. M. Gibson, Mrs. 
Merle Thomas, Mrs. Robert Nering, Mrs. Vincent 
Ravel, Mrs. Morris Persky, Mrs. A. E. Luckett, 
Mrs. Joe Carter and Mrs. Ira Budwig. 


Entertainment 


The entertainment arranged by the auxiliary 
also includes a luncheon in the International Club 
at 12:30 p.m. Thursday. Mrs. H. D. Garrett is 
president of the Auxiliary. 


Registration fee for the convention is $15. Aux- 
iliary members, nurses, medical officers of the 
Armed Services, medical students, residents and 
internes may register without fee. 


Members of Dr. Thomas’ committee are Dr. 
Newton F. Walker representing the E] Paso Coun- 
ty Medical Society; Dr. Maynard_S. Hart, pro- 
gram chairman; Dr. Gordon Black, finance; Dr. 
Willard W. Schuessler, social program; Dr, E. S. 
Crossett, exhibits; Dr. H. D. Garrett, hotel ar- 
rangements; Dr. W. R. Gaddis, properties and 
General Practice representative; Dr. Jack Bernard, 
tournaments; Dr. Louis Breck, transportation; and 
Dr. Russell L. Deter, secretary. 
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DR. HINGSON 


Scientific 


Wednesday Morning — October 9th 
Session Chairman: Louis G. Jekel, M. D. 
Phoenix, Arizona 

10:00 A.M. 

Welcome: Robert F. Thompson, M.D. 
President, El] Paso County Medi- 
cal Society 

Greetings: Celso C. Stapp, M. D. 
President, Southwestern Medical 
Association 

10:30 A.M. 
“Management of Arterial Injuries” — 
Oscar Creech, Jr., M. D. 

11:15 A.M. 

“Evaluation of the New Oral Insulin 

Agents” 

William Parsons, M. D. 

Wednesday Afternoon — October 9th 
Session Chairman: W. J. Hossley, Jr., M. D. 
Deming, New Mexico 

2:00 P.M. 
“Thrombocytopenia — Diagnosis and Man- 
agement” — E. F. Muirhead, M. D. 

2:45 P.M. 
“Cancer Detection in the Office of the 
Generalist” — J. S. De Tar, M. D. 

3:30 P.M. 
“A Current Survey of Obstetrical Anes- 
thesia” — Robert A. Hingson, M. D. 

4:15 P.M. 
“The Rh Factor — Its Significance and 
Prognosis” —- Edward A. Banner, M. D. 
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DR. HOUSE 


DR. MUIRHEAD 


Program 


Thursday Morning — October 10th 
Session Chairman: John Dietweiler, M. D. 
Albuquerque, New Mexico 

9:00 A.M. 
“The Status of the General Practitioner” 
J. S. De Tar, M. D. 

9:45 A.M. 
Visit Exhibits. 

10:30 A.M. 
“The Current Status of Treatment of Oc- 
clusive Peripheral Vascular Disease” 
Oscar Creech, Jr., M. D. 

11:15 A.M. - 
“The Orthopedic Emergencies of Adoles- 

cence” — Frederick C. Bost, M. D. 


Thursday Afternoon — October 10th 
Session Chairman: Hollis H. Brainard, M. D. 
Tucson, Arizona 

2:00 P.M. 
“Office Gynecology 
Edward A. Banner, M. D. 
2:45 P.M. 
“Iron Metabolism and the Diagnosis of 
Iron Deficiency” — E. E. Muirhead, M. D. 
3:00 P.M. 
Visit Exhibits. 
3:30 P.M. 
“Obesity” — William Parsons, M. D. 


Friday Morning — October 11th 
Session Chairman: Leland S. Evans, M. D. 
Las Cruces, New Mexico 


” 
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DR. PARSON 


10:00 A.M. 
“The Treatment of Fractures by Simple 
Methods” — Frederick C. Bost, M. D. 
10:45 A.M. 
Visit Exhibits. 
11:15 A.M. 
“The Differential Diagnosis and Manage- 
ment of Impaired Hearing” 
Howard P. House, M. D. 


Friday Afternoon — October 11th 
Session Chairman: Celso C, Stapp, M. D. 
El Paso, Texas 


2:00 P.M. 
“The Indications and Contraindications for 
Topical Steroid Therapy in Ophthalmol- 
ogy”—Phillips Thygeson, M. D. 

2:45 P.M. 
Visit Exhibits. 

3:15 P.M. 
Business Meeting, Southwestern Medical 
Association. 

4:15 P.M. 
“Principles in the Prevention and Treat- 
ment of Cardiac Standstill During Surg- 
ery” — Robert A. Hingston, M. D. 
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DR. DE TAR 


DR. THYGESON 


Technical Exhibitors 


Eli Lilly and Company 

Mead Johnson and Company 
A. H. Robins Company, Inc. 
G. D. Searle and Company 
Mission Pharmacal Company 
U. S. Vitamin Corporation 
Winthrop Laboratories 

E. R. Squibb & Sons 

The Doho Chemical Corporaticr. 
Lederle Laboratories 

The Upjohn Company 
Johnson & Johnson 

Ethical Pharmacal Company 
Burroughs Wellcome & Co. 
Schering Corporation 

Majors Book Company 
Parke, Davis & Company 
Southwestern Surgical Supply 
Desitin Chemical Company 
Abbott Laboratories 

Sharpe and Dohme 

Coca Cola 


SOUTHWESTERN MEDICINE 





rR ow FR HF hCUD 


~~ se eee 


SO) 
m<¢ 
m. 


SE 


SS 





NE 





American Fracture Association 
Will Meet In EI Paso Sept. 30-Oct. 2 


The American Fracture Association will hold its 
18th Annual Meeting in El Paso, Texas, Hotel 
Cortez, Monday, September 30, Tuesday and 
Wednesday, October 1 and 2. 

The meeting will be preceded and co-ordinated 
with The University of Texas Postgraduate School 
of Medicine, El Paso Division, which will meet 
Sunday, September 29, in the El Paso County 
Medical Society’s Turner Home at 1301 Montana 
Street. The University of Texas program is ap- 
proved for Category I by the American Academy 
of General Practice. The American Fracture meet- 
ing is approved for Category II by the American 
Academy of General Practice. 


Sunday Program 


The program on Sunday at the El Paso County 
Medical Society Turner Home will be on Ortho- 
paedic Surgery. The American Fracture Associa- 
tion meeting’s scientific program will be limited to 
fractures. 

Officers of the American Fracture Association 
are: Henry W. Meyerding, M.D., Rochester, Min- 
nesota, past president; Duncan C. McKeever, 
M.D., Houston, president; Irvin H. Scott, M.D., 
Sullivan, Indiana, first vice president; F. Wayne 
Brewster, M.D., Holdrege, Nebraska, second vice 
president; H. W. Wellmerling, M.D., Bloomington, 
Illinois, secretary-general; and Frank C. Weber, 
M.D., Olney, Illinois, secretary-treasurer. 


Dr. Meyerding 


The American Fracture Association is composed 
of surgeons who treat fractures and is one of the 
“first” fracture assqciations. A very excellent array 
of talented speakers will present scientific papers 
at the meeting. Among them will be Dr. Henry 
W. Meyerding, outstanding world authority in 
fractures and orthopaedic surgery, Rochester, 
Minnesota, and former professor of the Depart- 
ment of Orthopaedic Surgery, Mayo Foundation. 
One of the members of the Board of Governors, 
Dr. Philip Todd Holland of Bloomington, Indiana, 
has arranged a motion picture showing the effec- 
tive use of external, internal fixation of fractures. 

The following internationally famous surgeons 
will participate in the program: Dr. Roger Ander- 
son of Seattle, famous for his external pin fixation 
methods; Dr. John B. Erich, Rochester, Minnesota, 
maxillofacial authority; Dr. Robert T. McElvenny, 
Chicago, of orthopaedic fame; Dr. Dana M. Street 
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of Memphis, famous Hanson-Street nail designer; 
Dr. I. William Machlas of Baltimore, outstanding 
orthopaedic surgeon; Dr. Garrett Pipkin, Kansas 
City, orthopaedic writer and editor, speaking on 
Fat Embolism; Dr. Duncan McKeever, Houston, 
outstanding Texas orthopaedist; and Dr. William 
Waldrop of Oklahoma City, of hand surgery fame. 


Dr. Homan in Charge 


All of these doctors have kindly offered to be 
on the postgraduate program of the El Paso Di- 
vision of the University of Texas Postgraduate 
School of Medicine. Dr. Ralph H. Homan, Direc- 
tor of the Division, will be in charge. 

Registration will begin Sunday for the American 
Fracture Association at Hotel Cortez. 

A reception from 6:30 to 7:30 p.m. Sunday in 
the Hotel Cortez will be given by Dr. and Mrs. 
Ralph H. Homan and Dr. and Mrs. W. Compere 
Basom for all who attend the postgraduate pro- 
gram and the American Fracture Association 
meeting. 

The American Fracture Association meeting 
will start at 8 a.m. each day, Monday, Tuesday 
and Wednesday. On Monday there will be a reg- 
istration hour from 8:00 to 9:00 a.m., after which 
the scientific program will start. 


Round Table Luncheons 


On Monday noon several round table luncheons, 
each with its own subject, will be held. Tickets for 
these can be procured at the registration hour and 
will be limited. Those attending will be invited to 
present their own problem cases for discussion 
with the experts. 

On Tuesday and Wednesday mornings the scien- 
tific program will start at 8 a.m. A discussion 
period is scheduled for each day. Those attending 
are invited to bring their own X-rays and present 
problem cases. 


Dr. Basom Program Chairman 


Dr. W. Compere Basom, El Paso, Program 
Chairman for the meeting, reports that he has 
been very pleased with the cooperation of the 
following orthopaedic surgeons who have respond- 
ed to his invitation to present scientific papers on 
the program. They are: Dr. Charles B. Sadler of 
Amarillo, Texas; Dr. Morton H. Leonard of El 
Paso; Dr. Frank C. Weber of Olney, Illinois; Dr. 
Robert B. Elliott of Houston; Dr. S. Perry Rogers 
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of El Paso; Dr. Louis W. Breck of El Paso; Dr. 
William C. Westen of Santa Fe, New Mexico; Dr. 
Russell D. Harris of Oklahoma City, Oklahoma; 
Dr. Frank Owen McGehee of Houston; Dr. R. W. 
McIntire of Carlsbad, New Mexico; Dr. George L. 
Dixon of Tucson, Arizona; Dr. Mario Palafox of 
El Paso; Dr. George W. Horton of Odessa, Texas; 
Dr. Leo Cooper of Gary, Indiana; Dr. A. H. Diehr 
of St. Louis, Missouri; Dr. John S. Moore of Ros- 
well, New Mexico; Dr. A. E. Luckett of El Paso; 
Dr. Zigmund W. Kosicki of El Paso; Dr. Herbert 
E. Hipps of Waco, Texas; and Dr. Henry H. Jor- 
dan of New York. 
Many Papers 

In addition, all of the doctors on the postgradu- 
ate program will present papers and be active in 
the program of the American Fracture Association. 

Working closely with Dr. Basom in preparation 
of the program have been Dr. H. W. Wellmerling 
of Bloomington, Illinois, and Dr. Duncan C. 
McKeever of Houston, the president. 

Program for Women 

A program for women attending the meeting 
with their husbands includes a luncheon Monday 
noon, a social hour Tuesday evening followed by 
the annual dinner dance at 8 p.m. in the Hotel 
Cortez, and a program Wednesday in the El Paso 
County Medical Society’s Turner Home at 1301 
Montana Street. The Wednesday program was 
arranged by Mrs. Louis W. Breck in cooperation 
with the public relations committee of the Wom- 
an’s Auxiliary to the El Paso County Medical So- 
ciety. Speaking at the gathering*will be Drs. Mc- 
Keever and Holland. 


Following close of the American Fracture Asso- 
ciation meeting, a group of those attending will 
fly by Aeronaves de Mexico Airlines on a post- 
graduate trip to the Medical University at Guad- 
alaraja, Mexico. This trip is under the direction of 
Dr. McKeever. 


BOARD OF GOVERNORS 


Duncan C. McKeever, M.D. 
Henry W. Meyerding, M.D. 
Irvin H. Scott, M.D. : 
F. Wayne Brewster, M.D. 
John B. Erich, M.D. 
A. H. Diehr, M.D. 
Nathan E. Bear, M.D. 
C. Philip Fox, M.D. 
W. Compere Basom, M.D. 
Philip T. Holland, M.D. 
Frank C. Weber, M.D. Olney, Illinois 
Virgil McCarty, M.D....... Princeton, Indiana 
REGIONAL VICE-PRESIDENTS 
John B. Erich,. M.D. Rochester, Minnesota 
Earl McBride, M.D. Oklahoma City, Oklahoma 
Elias N. Kaiser, M.D. Montgomery, Alabama 
Francis W. Glenn,. M.D. Coral Gables, Florida 
George L. Dixon, M.D. Tucson, Arizona 
I. William Nachlas, M.D. Baltimore, Maryland 
Francis G. Pipkin, M.D... Kansas City, Missouri 
Oswald R. Carlander, M.D. ..Camden, New Jersey 
A. E. Gallant, M.D. Los Angeles, California 
William Johnson, M.D. Galesburg, Illinois 
Robert I. Harris, M.D. Toronto, Canada 
Juan Faril, M.D. Mexico 12, D. F. 
Luis Iglesias, M.D. Havana, Cuba 
Eduardo Alcivar, M.D. Guayquil, Ecuador 
Oswaldo P. Campos, M.D. Rio de Janeiro, Brazil 
Renato da Costa Bomfim, M.D. Sao Paulo, Brazil 
Alfonso Montagne, M.D...... es Lima, Peru 
Program and Annual Meeting Committee 
W. Compere Basom, M.D., Chairman........El Paso, Texas 
Duncan C. McKeever, M.D. Houston, Texas 
H. W. Wellmerling, M.D...................Bloomington, Illinois 
WOMEN’S AUXILIARY CHAIRMAN 
Mrs. W. Compere Basom El Paso, Texas 


Houston, Texas 
Rochester, Minnesota 
..... Sullivan, Indiana 

Holdrege, Nebraska 
Rochester, Minnesota 
St. Louis, Missouri 
Monroe, Wisconsin 
Washington, Indiana 

El] Paso, Texas 

Bloomington, Indiana 





THE UNIVERSITY OF TEXAS POSTGRADUATE SCHOOL OF MEDICINE 
El Paso Division 
Ralph H. Homan, M. D., Director, Ei. PAso, Texas 
PRESENTS 
A COURSE IN ORTHOPAEDIC SURGERY AND FRACTURES 


Piace: El Paso County Medical Society (Turner) Home, 
1301 Montana Street, El] Paso, Texas 

Tuition Fee: $10.00 

Date: Sunday, September 29, 1957 

Time: 8:30 A.M. to 5:00 P.M. 

Crepit Hours: Seven 

Program 

8:30 A.M. Dr. Duncan McKeever, Houston, Tex. 
“Mechanical Principles Involved in Fixa 
ation of Fractures” 

9:20 A.M. Dr. William L. Waldrop, Oklahoma City, 
Okla. 
“Problems In Hand Surgery” 

10:10 A.M. Dr. Roger Anderson, Seattle, Wash. 
“The Advantages of the Transfixion 
Method of. Treating Fractures” 

11:00 A.M. Dr. John B. Erich, Rochester, Minn. 
“Maxillofacial Fractures” 

11:50 A.M.-1:00 P.M. LUNCH 

1:00 P.M. Dr. Robert T. McElvenny, Chicago, II. 
“Social and Psychological Significance of 
Scars” 
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1:50 P.M. Dr. Dana M. Street, Memphis, Tenn. 
“Medullary Fixation” 

:40 P.M. Dr. Garrett Pipkin, Kansas City, Missouri 
“Fat Embolism” 

:30 P.M. Dr. I. William Nachlas, Baltimore, Mary- 
land 
“Injuries to the Cervical Spine and Their 
Many Manifestations” 


nh 


a5 


as 


:20-5:00 P.M. Discussion period of program 
The Chairman of the American Fracture 
Association Meeting and Program Com- 
mittee for the El Paso meeting, Dr. W. 
Compere Basom, wishes to extend his sin- 
cere thanks to the above speakers who so 
graciously cooperated in helping to ar- 
range this excellent postgraduate program. 


6:30-7:30 P.M. RECEPTION - Hotel Cortez - All 
are invited. 

Dr, and Mrs. ‘Ralph Homan 

Dr. and Mrs. W. Compere Basom 
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8:00 
9:00 


9:10- 


9:40 - 


10:10 - 
10:45 - 


11:15- 


2:00 Noon 


THE AMERICAN FRACTURE ASSOCIATION 
1957 - 18th Annual Meeting 
HorTeEL Cortez, Et Paso, TExAs 


SCIENTIFIC PROGRAM 
Papers limited to twenty (20) minutes 


MONDAY, SEPTEMBER 30, 1957 
Registration - Mezzanine, Hotel Cortez 
GENERAL ASSEMBLY - Sun Room, off mezza- 
nine, Hotel Cortez, Duncan McKeever, 
President, presiding. 


9:30 “Impairment of Motion in the Hand Re- 
sulting from Fractures” 

William L. Waldrop, M.D., Oklahoma 
City, Okla. 

10:00 “A Technique of Reduction and Intra- 
medullary Pinning of Comminuted Colles 
Fractures” 

Garrett Pipkin, M.D., Kansas City, Mo. 

10:45 View Exhibits 

11:05 ‘Taxes, Life, Fractures and Medicine” 
Robert T. McElvenny, M.D., Chicago, 
lll. 

11:35 “Fractures of the Nasal and Malar 
Bones” 


John B. Erich, M.D., Rochester, Minn. 
Round-table luncheons 
1. “The Avoidance of Pitfalls in Fracture Ther- 
apy” 
Roger Anderson, M.D., Seattle, Wash. 
. “Maxillofacial Fractures” 
John B. Erich, M.D., Rochester, Minn, 
. Duncan McKeever, M.D., Houston, Texas 
. “Fractures of the Head and Neck of the Hu- 
merus”’ 
A. H. Diehr, M.D., St. Louis, Missouri 
. Leo K. Cooper, M.D., Gary, Indiana , 
. Philip Todd Holland, M.D., Bloomington, Ind. 
. Frank C. Weber, M.D., Olney, III. 
. Dana M. Street, M.D., Memphis, Tenn. 


rh 
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2:00 P.M. GENERAL ASSEMBLY 


3:00 


09 


:00 


4:30 


Duncan C. McKeever, M.D., Houston, Texas, 
Presiding 

“Supracondylar and Intracondylar Fractures of 
the Femur Treated with Femoral Condyle Blade- 
plate” 

Robert B. Elliott, M.D., Houston, Texas 

View exhibits 

H. D. Junkin Memorial Lecture , 

“The Management of Problem Fractures by 
Transfixion Techniques” 

Roger Anderson, M.D., Seattle, Wash. 

“Use of Sliding Femoral Fixation” 

S. Perry Rogers, M.D., El Paso, Texas 


Evening open — Sightseeing E] Paso and Juarez, Mexico 


8:00 


9:00 


9:30 


10:00 


TUESDAY, OCTOBER 1, 1957 
Discussion period — Case reports. Bring your 
X-rays and problem cases for open discussion. 
Discussion of papers of previous day. 
“Fractures of the Shaft of the Radius and Ulna” 
Charles B. Sadler, M.D., Amarillo, Texas 
“The Management of the Effects of Trauma to 
the Hand” 
Morton H. Leonard, M.D., El Paso, Texas 
“Fracture Follow-up Presentation” 
Louis W. Breck, M.D., El Paso, Texas 
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View exhibits 
GUEST SPEAKER. “Supplemental Fixation in 
Medullary Nailing of the Femur” 
Dana M. Street, M.D., Memphis, Tenn, 
“Ski Injuries” 
William C. Westen, M.D., Santa Fe, N. M. 
Board of Governors Luncheon 
“The Use of the Peg Bone Graft for Non-Union 
of Femoral Neck Fractures” 
Russell D. Harris, M.D., Oklahoma City, Okla. 
“The Lottes Nail and Its Applications” 
Frank Owen McGehee, M.D., Houston, Texas 
“Fractures of the Elbow in Children” 
R. W. McIntire, M.D., Carlsbad, N. M. 
MOTION PICTURE “The Effective Use of Ex- 
ternal Internal Fixation in Fractures, Basic Pro- 
cedures and Safeguards” 
Philip Todd Holland, M.D., Bloomington, Ind. 
View exhibits 
“Immediate Treatment Planning for Definitive 
Treatment of Severely Injured Individuals with 
Multiple Fractures” 
George L. Dixon. M.D., Tucson, Ariz. 
“Intramedullary Fixation of Fractures of the 
Tibia” 
Mario Palafox, M.D., El Paso, Texas 
Annual banquet —Crystal Ballroom, Hotel Cor- 
tez 

WEDNESDAY, OCTOBER 2, 1957 
Discussion period — case reports, Bring your X- 
rays and problem cases for open discussion. Dis- 
cussion of papers of previous day. 
“The Treatment of Fractures of the Shaft of the 
Femur with the Intramedullary Nail” 
Perry J. C. Byars, M.D., San Angelo, Texas 
“A Survey of End Result Fracture Management” 
David M. Cameron, M.D., El] Paso, Texas 
“Modern Treatment of Compound Fractures” 
George W. Horton, M.D., Odessa, Texas 
View exhibits 
“Fractures of the Elbow and What to Do With 
Them” 
Leo K. Cooper, M.D., Gary, Ind. 
“Basic Principles of Pinning Fractures of the 
Femur” 
A. H. Diehr, M.D., St. Louis, Missouri 
Noon Lunch 
“Closed ‘Reduction and Pin Fixation of Supra- 
condylar Fractures in Children” 
John S. Moore, M.D., Roswell, N.M. 
“Conservative Management of Fractures of the 
Ankle” 
A. E. Luckett, M.D., El Paso, Texas 
Zigmund W. Kosicki, M.D., El Paso, Texas 
“Patella Fractures, 22-Year Follow-up” 
Herbert E. Hipps, M.D., Waco, Texas 
“External Fixation of Sub-trochanteric 
Supracondylar Osteotomies of the Femur” 


Henry H. Jordan, M.D., New York, N. Y. 


Annual business meeting 


and 


Departure to Postgraduate Program in Guadalajara 


Medical University, Old Mexico 


The next meeting to be in Oklahoma City, 
October 1, 2, 3, 1958 
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Drs. Postlewaite and Deter Speak 
Before Southwestern N. M. 
Medical Society 


Dr. Jack C. Postlewaite and Dr. Russell L. 
Deter, both of El Paso, were the principal speakers 
August 14 at the regular meeting of the South- 
western New Mexico Medical Society in Deming, 
N. M. 

Dr. Postlewaite spoke on “Water and Electro- 
lyte Balance”. Dr. Deter’s subject was “Surgical 
Management of Hemorrhoids”. There was a rec- 
ord turnout of 31 members and their wives. 

The Grant County Medical Society of New 
Mexico acted as hosts and arranged the program. 
The next meeting will be in Deming, New Mexico, 
at the Country Club on November 13, with the 
Dona Ana County Medical Society as hosts. 

Programs Announced 

The programs for the Fort Bayard Veterans 
Administration Hospital scientific meetings were 
announced as follows: 

Dr. Edward M. Krusen, Chief of Physical Medi- 
cine and Rehabilitation, Baylor Hospital, Texas, 
Wednesday, Sept. 4, at 8 p.m. Subject: Some com- 
mon problems in Physical Medicine. 

Dr. Charles J. Smythe, Professor of Medicine, 
Colorado University at Denver, Wednesday, Oct. 
2, at 8 p.m. Subject: To be announced later. He 
will also talk on Thursday morning, Thursday aft- 
ernoon and Friday afternoon. 

Dr. Valentine, Chief of the Area Medical Lab- 
oratory of the Veterans Administration Hospital 
in Denver, November 6, 8 p.m. Subject: Liver 
function tests. 

Grand Rounds 

Upjohn Co. Grand Rounds film 90 minutes, 
December 4, 8 p.m. Subject: Fifth Grand Rounds 
Diagnostic and Therapeutic Advances in Liver 
Disease. 

Dr. Joe Holmes, Professor of Experimental 
Medicine, University of Colorado, February 5, 8 
p.m. Subject: To be announced later. 

Dr. William H. Pickett of Dallas, Texas, Asso- 
ciate Professor of Surgery, Southwestern Branch 
of the University of Texas, the Ist Wednesday in 
May or June. Subject: To be announced later. 





Academy of Psychosomatic Medicine 
To Meet in Chicago Oct. 17-19 


The program of the fourth annual meeting of 
The Academy of Psychosomatic Medicine to be 
held Oct. 17-19, 1957, at the Morrison Hotel in 
Chicago will be devoted to “Psychosomatic As- 
pects of Obstetrics, Gynecology, Endocrinology 
and Diseases of Metabolism.” The meeting will be 
open to all scientific disciplines, as well as psychol- 
ogists, social workers and nurses. 
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Information may be obtained from Dr. William 
S. Kroger, Secretary, 104 South Michigan Avenue, 
Chicago 3, Illinois. 

This is the first meeting ever held in this coun- 
try where every one of these specialists will be pre- 
sented by a multi-disciplinary approach. The 
panels and symposiums will include obstetricians, 
gynecologists, endocrinologists, periodontists, psy- 
chiatrists, psychologists, anesthesiologists and other 
specialists in various fields of medicine. There will 
also be twenty-four round tables covering all as- 
pects of the above specialties. 

The purpose of the Academy is to teach psy- 
chosomatic medicine in a manner assimilable to 
the general practitioner and non-psychiatrically 
oriented physician. 





Southwestern, Texas Dermatologists 
To Hold Joint Meeting In El Paso 
The Southwestern Dermatological Society and 
Texas Dermatological Society will have a joint 
meeting in El Paso on Saturday, October 12. This 
meeting will bring together for the first time in a 
clinical session the dermatologists from all of 
Texas, New Mexico and Arizona. 
In addition to clinical case presentations and 
discussions, the members will be entertained at 
social functions in El Paso and Juarez. 





Coming Meetings 

First Pediatric Conference, Organized by the 
Chihuahua Society of Pediatrics, Affiliated with 
the National Association of Pediatrics, Ciudad 
Juarez, Chih., Mexico, September 14, 15 & 16, 
1957. 

San Diego Postgraduate Assembly, San Diego 
County Hospital, San Diego, California, Sep- 
tember 18-19, 1957. Haddon Peck, Jr., M. D., 
525 Hawthorn St., San Diego 1, California. 

American Fracture Association, September 
30, October 1 and 2, 1957, in El Paso. Dr. W. 
Compere Basom is in charge of arrangements. 

Southwestern Medical Association, October 
9, 10, 11, in El Paso. 

Southwestern Dermatological Society and 
Texas Dermatological Society, E] Paso Medical 
Center, 1501 Arizona St., El Paso, Oct. 12, 1957. 

Academy of Psychosomatic Medicine, annual 
meeting, October 17-19, 1957, Morrison Hotel, 
Chicago. 

Southwest Obstetrical & Gynecological So- 
ciety, Annual Meeting, November 4 and 5, Las 
Vegas, Nevada. 

Texas Surgical Society, E] Paso, April 7 & 8, 
1958. 

Fifth International Congress of Internal 
Medicine, Sheraton Hotel, Philadelphia, April 
24-26, 1958. 














SOUTHWESTERN MEDICINE 








ans, 
aSy- 
ther 
will 

as- 


Dsy- 
> to 
ally 


and 
oint 
his 
in a 

of 


and 
| at 


he 
ith 
ad 
16, 


gO 


D., 











CURRENT THERAPY 





New Gastrointestinal and Urinary 
Spasmolytic Drugs 


By Jack A. Bernarp, M.D., Ev Paso 


Lakeside Laboratories has introduced a group of 
piperidol derivatives which have been found to be 
effective in the relief of symptoms of the gastro- 
intestinal tract and in addition they have urinary 
spasmolytic effects, with a minimum of side re- 
actions. Also they appear to have a selective action 
on the gastro-intestinal tract. The drugs include 
Dactil, Piptal, Cantil and Tridal, the latter (Tri- 
dal) being a combination of 50 mg. of Dactil and 
5 mg. of Piptal. 


Dactil is reported to be a rapidly effective spas- 
molytic agent without antisecretory effects. It is 
also said to have a surface anesthetic effect in addi- 
tion to its anticholinergic effect which makes it 
useful in the treatment of cardiospasm in infants 
and adults. The drug appeared to be beneficial 
mainly in spasm of the upper gastro-intestinal tract 
and spasm of the urinary bladder. Dosage is 5 mg. 
t.i.d. or q.i.d. 


No Side Effects 


Although Dactil has no antisecretory effects, 
Piptal on the other hand, is said to provide both 
potent antisecretory and antispasmodic effects. It 
is reported to benefit urinary retention also. No 
side effects were noted. Piptal dosage is 5 mg., one 


three times a day before meals and two at bed time. 

Tridal is a combination of 5 mg. of Piptal and 
50 mg. of Dactil. This has been done in order to 
provide the rapid effect of Dactil with the potent 
prolonged effects of Piptal, in addition to combin- 
ing a spasmolytic agent with an antisecretory agent. 
Dosage is one tablet three times daily before meals. 


Cantil was found to possess a more selective 
action on the lower gastro-intestinal tract and has 
been recommended therefore for spastic colons, and 
other disturbances of the lower bowel. Dosage is 
25 mg four times daily. 


Very Effective 


It is reported also that Piptal 5 mg., or Cantil 
25 mg. has been very effective for relieving urinary 
retention due to spasm. 


Finally, the evaluation of gastro-intestinal drugs 
is at best a very difficult undertaking, but the de- 
velopment of a new series of agents that enable 
us to give selective therapy to the gastro-intestinal 
tract with a minimum of side effects and without 
danger of urinary retention is a step in the right 
direction; further experience and reports of these 
and of others along these lines is encouraged. 





ANESTHESIA 


The Control of Postoperative Pain in 
Ano-rectal Surgery 


Tucker, C. C., ]. Kansas M. S. 53:230, 1952 


Efocaine is a solution of procaine and butyl aminobenzoate in a water-miscible, non-toxic organic sol- 
vent. Its dilution by body fluids causes precipitation of the anesthetic agents to form a crystalline de- 
posit which is slowly absorbed. Dramatic relief of postoperative pain was experienced by the majority 
of 40 patients who received the agent prior to ano-rectal surgery. In many instances local anesthesia 
lasted more than 10 days. Sphincter control was normal in all patients. 


St. Francis Hosp. 


REPETATUR: It is impossible to administer any form of clinical anesthesia that does not have the potentiality of a 


deleterious influence on respiration.” —Papper. 
Clinical Clippings, September, 1952. 
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Edited by Andrew M. Babey, M. D., Las Cruces, N. M. 


APHORISMS and MEMORABILIA 


Truths and Concepts Concerning The 


Cardiovascular System 


1. “Although finding a murmur does not mean 
subacute bacterial endocarditis, none whatsoever 
practically eliminates that diagnosis.”—SaMUEL A. 
Levine, Christian Memorial Papers, Waverly Press, 
Baltimore, 1936, page 2. 

2. “When these pulsations [abdominal aorta 
and femoral artery] are normal, coarctation of the 
aorta does not exist.”—SamukEt A. Levine, loc. cit., 
page 2. 

3. “Given a rapid heart with a rate of 160 to 
190 if slight irregularities are heard even at rare 
intervals coming spontaneously or produced by 
deep breathing or pressure over the carotid sinus, 
one can be certain that the rapid rate is not due to 
paroxysmal auricular tachycardia.”"—-SaMuEL A. 
LEVINE, loc. cit. page 3. 

4. “Coronary thrombosis in a patient with pre- 
vious persistent auricular fibrillation is very rare.” 
—SamukE_ A. Levine, loc cit. 


Of Little Value 


5. “Accentuation of the pulmonic second sound 
is a sign which I have found of little value in the 
diagnosis of mitral disease, as indeed of any other 
disease.” RicHarp Casor, Facts on the Heart, W. 
B. Saunders Company, Philadelphia, 1926, page 
59. 

6. “Next to morphine, the most useful sedative 
for cardiac patients is chloral hydrate.”—JouHn 
PARKINSON (Personal Communication) . 

7. “Bad prognostic signs in heart disease are: 
paroxysmal nocturnal dyspnoea, bundle branch 
block, gallop rhythm, pulsus alternans, Cheyne- 
Stokes respiration, nephritis."—SamMueL LEvINE, 
Clinical Heart Disease, W. B. Saunders Company, 
Philadelphia, 1936. 


Worse Prognosis 


8. “Mitral stenosis and failure with a regular 
rhythm carries a worse prognosis than mitral steno- 
sis and failure with auricular fibrillation.” —Sam- 
UEL LEVINE, Clinical Heart Disease, W. B. Saun- 
ders Company, Philadelphia, 1936, page 278. 

9. “Mitral stenosis, auricular fibrillation, failure 
and a rate of 130 has a better prognosis than mitral 
stenosis, auricular fibrillation, failure and a rate 
of 80.”—SamueEt Levine, loc. cit., page 278. 
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10. “Always question what a patient with 
Cheyne-Stokes respiration says. He is usually not 
himself.” Joun Parkinson (Personal Communica- 
tion). 

Diagnosis Questioned 

11. “You can expect to get poor results from 
digitalis with right heart failure.’—-JoHN PaRKIN- 
son (Personal Communication) . 

12. “So common is right-sided hydrothorax in 
cardiac failure that if it occurs on the left side only 
your diagnosis is to be questioned or you must seek 
for a cause of pleural adhesions in the right chest.” 
—JouHN ParkKINSON (Personal Communication). 

13. “Aortic aneurysms do not all pulsate. The 
factors causing absence of pulsations are: 1) Ab- 
sence of aortic incompetence. 2) Fixation by ad- 
hesions to surrounding bony structures. 3) A clot 
inside the aneurysm.”—JOHN PaRKINSON (Person- 
al Communication. ) 

14. “I have seen many patients die from too 
little digitalis, but almost never have I seen one die 
from too much digitalis..—HarLow Brooks (a 
statement made during Ward Rounds at Bellevue 
Hospital), 1934. 

15. “Violent cough is often as bad as running 
upstairs as far as its effect on a weak heart is con- 
cerned.” —RicuHarp Casot, New England ]. Med., 
204: 882, 1931. 


No Explanation 

16. (Arteriosclerotic heart disease )—‘“these pa- 
tients are apt to get delirious easily with nothing to 
explain it—even at post mortem.”—RICHARD 
Casot, New England J]. Med., 201: 489, 1929. 

17. “Palpable thrill always means organic heart 
disease.” —RicHarp Casot, New England J]. Med., 
201: 946, 1929. 

18. “Cardiac failure from emphysema alone is 
surprisingly rare, and when it occurs it is with nor- 
mal rhythm and edema, and as a very late event 
that is almost invariably terminal. Recurrent bouts 
of failure are almost unknown. Examples of failure 
apparently due to emphysema are most often ex- 
plained by associated cardiovascular disease, usual- 
ly hypertension and in such, failure can be recur- 
rent.”"—JOHN PARKINSON AND CLIFFoRD Hoy Le, 
Quart. J. Med., New Series, 6: 83, 1937. 
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Tracheal Tug 


19. “You can go wrong on tracheal tug in two 
important ways. First, a pulsation that goes in and 
out, forwards and backwards. Put your finger un- 
der the cricoid and you feel that pulsation. That is 
nothing. Tracheal tug must be an up and down 
pulsation. The second source of error is a tracheal 
tug that comes during inspiration only. A good 
many patients without aneurysm have this.”— 
Ricuarp Casot, New England J. Med., 199: 947, 
1928. 


20. “Aneurysms rarely break externally. Often 
they break internally and most often into the peri- 
cardium.” — RicHarp Casot, New England J]. 
Med.,., 199: 948, 1928. 


21. “Marked coarctation [of the aorta] is a very 
serious anomaly which usually kills in youth by one 
of four complications: heart failure, rupture of the 
aorta itself, apoplexy due to cerebral hemorrhage 
or thrombosis, and bacterial endocarditis invading 
the area of coarctation.” Pau Wuire, Heart Dis- 
ease, The Macmillan Company. New York, 1937, 
page 218. 


Vasomotor Failure 


22. “We must in most cases abandon the idea 
of cardiac death at the height of acute infectious 
diseases such as pneumonia, typhoid fever and sep- 
tic fever—In place of heart failure we must write 
vasomotor failure.’—THEoporE JANEway, N. Y. 
Med. J., 85: 227, 1907. 

23. “When congestive failure first appears in 
either aortic stenosis or aortic regurgitation, it is 
difficult to control, recurs quickly and indicates, 
usually, a short survival of a few months to a year 
or two.”—Paut Wuire, Heart Disease, The Mac- 
millan Company, New York, 1937, page 451. 

24. “A patient can scarcely be too old to have 
aortic dilatation or aortic incompetence due to 
syphilis..—JoHn Parkinson, Proc. Roy. Soc. 
Med., 23 (part 3) : 967, 1930. 

25. “.... in cases of recent coronary occlusion 
the occurrence of congestive heart failure should 
call for digitalis without undue hesitation. Scru- 
pulous care, however, not to exceed the optimum 
dosage should be obligatory.”—-Drew Luten, The 
Clinical Use of Digitalis, Chas. Thomas, Baltimore, 
1936, page 101. 





“POINTERS” 


From the Case Records of the Massachusetts General Hospital*, 1955 


1. “It is not too uncommon to see clear’ evi- 
dence of marked pulmonary congestion in X-ray 
films and to hear very little or nothing by auscul- 
tation.” p. 34 

2. “Pulmonary emboli occur in roughly 50 per 
cent of patients with rheumatic heart disease and 
mitral stenosis who die in congestive heart failure.” 
loc. cit.; p. 35 

3. “Most dissections, about 70 per cent, occur 
in the ascending aorta, and a fair proportion, per- 
haps 25 to 30 per cent, result in an aortic diastolic 
murmur.” loc. cit.; p. 106 


Operation Delayed 


4. “I have seen patients with appendiceal ab- 
scesses on whom we have delayed operation so 
that the abscess could clear up, who have had an 
acute appendicitis with formation of another 
abscess in the interval.” loc. cit.; p. 147 

5. “About 2 per cent of patients with hyperten- 
sive heart disease have diastolic murmurs.” loc. 


cit.; p. 277 
Benign Disease 
6. “Familial eosinophilia, but that is a benign 


disease producing no symptoms and is usually 
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stumbled on accidentally, It is, in most reported 
cases, transmitted from the maternal side of the 
family.” loc. cit.; p. 317 

7. “I believe that 20 to 25 per cent of .cases of 
perinephric abscess are not associated with pyuria; 
they can be walled off.” loc. cit.; p. 319 


Group of Patients 

8. “I should mention the group of patients who 
have atypical mitral stenosis, “‘atypical” refers 
chiefly to the fact that the auscultatory findings 
are atypical; the remainder of the findings are 
usually typical of a high degree of mitral stenosis, 
in which the murmur is either poorly heard or not 
heard at all and in some cases has been heard in 
the past and has disappeared.” loc. cit.; p. 322 

9. “Subacute bacterial endocarditis without a 
murmur is extremely rare, occurring in less than 
one per cent of cases.” loc. cit.; p. 451 

10. “The combination of polycystic disease and 
aneurysm of the circle of Willis is now well estab- 
lished as a syndrome.” loc. cit.; p. 596 


*We are grateful to Dr. Benjamin Castleman, Editor of *‘Case 
Records” and Dr. Joseph Garland, Editor of ‘‘The New England 
Journal of Medicine’ for permission to publish these excerpts. 
They will appear regularly and cover the years 1951 through 1955. 

Andrew M. Babey, M. D. 
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THE PRESIDENT’S COLUMN 





Rights of The Individual 


By Cretso C. Stapp, M. D., Ex Paso 


During the years that have followed the incep- 
tion of the New Deal we have noted in our gov- 
ernment a tendency toward legislation to control 
or modify everything that occurs in our country. 
With this increase in government control the free- 
doms of the individual have been encroached on, 
and it is rarely that we see the question of individ- 
ual freedom considered as paramount. 


The government at times functions for the gov- 
ernment and not for the people as individuals. 
More and more group pressures influence the laws 
that are passed, or laws are passed to curry the 
favor of groups. We are migrating more into pres- 
sure group government than to the democratic 
constitutional guarantee of the individual rights 
form of government. 


What of the individual? What of those rights 
that are guaranteed under the constitution within 
the Magna Carta or Bill of Rights? The national 
good is used as a broad spectrum excuse for any 
action which has either poor merits or none at all. 
When the real reason is searched for it is quite 
often cloaked under security. We may become 
rather dogmatic and feel that the people should 
know. The individual citizen should know, particu- 
larly when another citizen’s rights are being en- 
croached upon. Who knows but that you may 
be next. 


Trial By Jury 


Recently in the Senate of the United States it 
was contemplated that the right for trial by jury 
be taken away from citizens as individuals under 
the guise that it was to guarantee the right to vote 
which is already guaranteed by our constitution. 
The executive branch of the government was irate 
at the legislative branch because the judicial was 
not allowed to try, convict, and sentence an indi- 
vidual without trial by jury. Certainly the argu- 
ments that were going on in the Senate were par- 
tisan, but fortunately the wisdom of maintaining 
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the safeguards was recognized, and I am sure 
many a citizen in all parts of our country felt re- 
lieved with the results. » ; 


Most of us feel that there is no place for dis- 
crimination because of race, color, or creed, as our 
founding fathers have handed down a heritage of 
freedom for all and individual dignity. We full 
well realize that we are going through trying times 
now with integration problems and an attempt to 
assert the rights of each individual. But it is no 
time to abolish the rights of individuals as citizens 
to try and correct an intricate problem in human 
relations. Certainly all individuals have a right to 
vote, and it should be maintained as guaranteed by 
our constitution. 


Difficult Problem 


Many of our very difficult problems cannot be 
corrected by legislation and certainly cannot be 
alleviated by depriving individual rights. There 
are prejudices which cannot be wiped out by 
change of law. Education and better informing 
the individual will do more than arbitrarily forc- 
ing change. Bringing the light of education to 
every individual will dispel the darkness of preju- 
dices. With the written word of the press, the 
spoken word of the radio, and the picture word of 
TV this task is certainly going to be faster and 
easier. I do not mean to infer that we do not need 
laws to guarantee the rights of the citizen. 


Certainly we cannot take a Pollyanna attitude 
and say that we have no problem. We have many 
problems and we also have pressure groups that do 
not clarify the situation by bringing out what is 
best for the individual and the country. Even more 
dangerous are our prejudices. Progress is painful 
and slow even in this fast age. Let us make sure 
that what we are getting is truly progress and that 
we protect the individual as the most valuable pos- 
session of our great Democracy. For without the 
individual we do not have a Democracy. 
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ORIGINAL ARTICLES 





Emotional Factors in Gastrointestinal Disorders 


By FRANZ J. INGELFINGER, M. D., Visiting Physician, Massachusetts Memorial Hospital; 
Associate Professor of Medicine, Boston University School of Medicine, Boston 


This is the second of an outstanding series of seven articles covering the effects 
of emotional stress in the practice of medicine. The articles were prepared for a 
symposium delivered in January at the Tufts-New England Medical Center in Boston. 


SOUTHWESTERN MEDICINE is proud to have the opportunity to publish 
the articles comprising this symposium on emotional stress which is believed to be 
the most complete and thorough discussion of this subject. 


Next month: “Emotional Factors in Disorders of Menstruation and Infertility,” 
by Joseph Rogers, M.D., Physician, New England Center Hospital; Assistant Pro- 
fessor of Medicine, Tufts University School of Medicine, Boston. 


Since every patient is a human being, every 
illness has its emotional component. The manage- 
ment of each patient consequently requires skill, 
thoroughness and sympathy — in other words, the 
art of medicine. Because of the nature of gastro- 
intestinal practice, however, emotional factors 
must be given special consideration. If we exclude 
acute conditions and those affecting the hepato- 
biliary tract, some 80 per cent of our gastrointest- 
inal patients have one of the following condjtions: 

1. Anxiety states with fixation on the digestive 
tract. 

2. Functional disorders, a term here used in a 
literal sense; that is, an alimentary tube that 
is structurally normal but that is causing 
symptoms because it is working in an abnor- 
mal fashion. 

3. Peptic ulcers of the esophagus, stomach and 
duodenum. 

4. Regional énteritis and ulcerative colitis. 

In the etiology or expression of each of these 
conditions, emotional factors have been strongly 
implicated. In effect, then, a physician faced with 
a chronic complaint referable to the digestive tube 
must usually ask himself what the emotions have 
to do with this patient and what he will do about 
them. The answers that the physician gives him- 
self are influenced by his training, his experience 
and, naturally, by his own emotions. Under the 
influence of these factors, I should like to offer 
you the following formulations. 


First Category 


Patients in the first category, those with anxiety, 
have minor discomfort or may have no discomfort 
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at all, but they are inordinately concerned. They 
wonder, for example, why they belch so much and 
convince themselves that some fermentative proc- 
ess is generating poisonous gases in their stomachs. 
Or they assert that they have a bad taste in the 
mouth, can’t eat a thing, and yet gain weight 
steadily. A large segment in this group worries 
about bowel movements, which actually are per- 
fectly within the range of normal, but which the 
patient considers too green, too thin, or too irregu- 
lar. Obviously this group includes those very ill 
patients, the cancerphobes. From the point of view 
of therapy, the important feature is that these 
patients are anxious. The digestive tract and its 
functions are essentially normal. Therapy must 
therefore be directed at the source of the trouble. 
the state of the patient’s mind. 


The second group, those with functional com- 
plaints, have bona fide symptoms: spasms, lack of 
coordination and other motor disorders which lead 
to such real discomfort as heartburn, cramps and 
aching pains. Patients in this group may or may 
not be unduly concerned, but the problem from 
the viewpoint of therapy is whether the motor dis- 
orders of the gut are psychogenic: Is the way in 
which the patient reacts, thinks and lives ulti- 
mately responsible? The answers are not easily 
discovered, for a sigmoid spasm may palpably be 
caused by long-standing laxative abuse or neglect 
of regular bowel habits, but who can be sure that 
the abuse and the neglect are not in themselves 
expressions of personality? 


Disorder of Function 


The aim of treatment in the second group is 
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two-pronged. Since a disorder of function exists, 
it should be treated by appropriate dietary and 
pharmacological measures, Secondly, to the extent 
that emotional states underlie the disorder — and 
this is an individual decision the physician must 
achieve in each patient — therapy of these emo- 
tional factors has to be purposefully included in 
the plan of management. 

In patients in the third group, those with peptic 
ulcer, emotions created by stressful situations are 
believed by many to create humoral and nervous 
activity that leads to gastric hypersecretion and 
hypermotility with consequent ulceration of the 
mucosa. A temporal correlation between distres- 
sing conditions and ulcer activity certainly appears 
striking at times. 


London Blitz 


A favorite example is provided by the London 
blitz, during which ulcer perforations in London 
hospitals were four times as frequent as they had 
been in comparable months in previous years. 
Most of these perforations took place in men. This 
sex distribution has, however, not always been the 
case. Over the years, as far as one can tell, per- 
forated ulcers of the duodenum and stomach have 
changed from being more common in women to 
being more common in men. Perhaps the reason 
for this is not clear to you, but explanations can 
always be concocted. In Victorian times, it has 
been pointed out, the male was boss and his life 
was free; the woman, on the other hand, faced two 
alternatives: to get married by the age of twenty- 
five or to be considered a failure. She therefore 
was frustrated and resentful —and she suffered 
from ulcer. By 1941 everything was different. 
Women had become emancipated and could be as 
much of a success in business as in the home, but 
the poor male, alas, while still responsible for the 
financial security of his family, had lost all pre- 
rogatives and authority. No wonder that he then 
developed the ulcer. If the perforations during the 
Blitz and those in 1890 are indeed ascribable to the 
explanations given, it appears—a _ skeptic has 
concluded by some rapid calculations — that an 
English male in 1940 was six times as frightened 
by the blitz as his grandfather was of Victorian 
life, but the English woman was bothered by the 
blitz only 1/200 as much as her grandmother was 
by the vicissitudes of life in 1890. 


Intangible Relationship 


The point of these stories is that the relationship 
between emotional states and peptic ulcer, though 
doubtlessly present, is intangible and still ill- 
defined. Furthermore, the ulcer patient does not 
take kindly either to psychotherapy or to phar- 
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macologic agents that have sedative or calming 
effects. His personality is not the kind that is 
willing to admit a need for treatments of this type. 
Finally, temporary but complete relief can usually 
be provided in the form of direct medical manage- 
ment irrespective of emotional backgrounds. For 
these reasons, a direct attack on emotional factors 
is not particularly rewarding in patients with 
ulcer. This statement is not to be taken that I 
deny a role to the emotions in the pathogenesis of 
peptic ulcer; it is merely my contention that the 
psychotherapeutic and the pharmacologic meas- 
ures available to us are not sufficiently successful 
in relieving acute or preventing recurrent ulcers 
to warrant their routine use. Obviously, some 
patients with ulcer will be sufficiently disturbed 
and agitated to require management of these states 
of the mind in addition to management of their 
ulcer. . ° 


Sickest Patients 


The sickest patients in these groups we are dis- 
cussing are apt to be those with regional enteritis 
and ulcerative colitis, and all aspects of these ill- 
nesses appear intimately associated with emotional 
responses. The individual’s make-up, his depend- 
ency, and his reaction to stressing situations 
appear to form at least a part of the background 
to his disease. In addition, the severity of the 
illness, the discomfort of frequent bowel move- 
ments, the indecision of physicians, and the course 
that seems so resistant to medical measures all 
conspire to undermine the patient’s morale and 
hope. In these conditions, consequently, therapy 
must include, if it is to be at all successful, an 
all-out effort to control the emotional state that 
may be considered both as the cause and the con- 
sequence of enteritis or ulcerative colitis. 


Although emotional factors play a major role 
in 80 per cent of chronic digestive complaints, the 
therapeutic considerations imposed by these fac- 
tors vary from condition to condition. In Group I, 
those with anxiety, treatment of the mental state 
constitutes the entire therapeutic effort. In Group 
II, the functional disorders, treatment of both 
emotional backgrounds and of the actual motor 
disorder is indicated. In Group III, those with 
ulcer, simple psychotherapy is based on individual 
need and is not considered mandatory. By con- 
trast, in Group IV, those with enteritis and ulcera- 
tive colitis, consideration of the patient’s emotional 
needs is a prerequisite of any form of management. 


Words and Drugs 


The techniques that the physician uses to treat 
the emotional aspects of gastrointestinal disorders 
necessarily depend on words and drugs. That the 
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physician must first establish confidence and rap- 
port would seem self-evident; whereas another 
common recommendation, that the patient be re- 
moved from situations that upset him, is usually 
impractical. 


Somehow the patient must be reassured, and 
this necessarily involves giving the patient diag- 
nostic and prognostic impressions. In the case of 
ulcer, the assignment is easy; most ulcer patients 
accept the diagnosis without much concern, and 
the physician can usually predict rapid relief from 
symptoms. In the case of anxiety states and func- 
tional disorders, the problem is more difficult. The 
mere assurance that nothing is wrong is hardly 
sufficient. These patients are concerned or dis- 
tressed and they seek an explanation for their 
symptoms. “Doctor, there must be something 
wrong; why else should I feel this way?” is their 
usual argument; and others, with more ingenuous- 
ness than true insight, will state that they could 
easily put up and live with their symptoms if they 
only knew the cause. 


Under these circumstances, the physician can 
choose between the easy and the hard way out. 
The easy course is to blame some object, which, 
although it may be accepted by the patient as con- 
crete, is in fact nebulous and unreal. Thus some 
dietary ingredient is held responsible, and uniden- 
tified toxin, an assumed allergy, or a run-down 
colon. Such diagnoses provide not only fancy 
explanations but also fancy treatments: elaborate 
diets, expensive antibiotics, or, in years past,’ less 
potentially harmful but equally impressive, exer- 
cises. Thus the tired colon might be pepped up 
by an “abdominal Scotch,” which is in effect a hot 
and cold douche played alternatingly on the ex- 
posed abdomen, or toxins might be dissipated by 
properly supervised exercise. 


Patient Diverted 


Unfortunately, neither the easy explanation nor 
its therapy gets at the root of an emotionally con- 
ditioned problem, and any improvement achieved 
is temporary. The patient is diverted, not cured. 
The hard way is more tedious and less exciting, 
but in the long run, it does more for the patient. By 
plain words and simple analogy, the physician 
must explain to the patient how he can have pain 
or discomfort, or some minor symptom. such as 
belching or constipation, without any underlying 
structural disease of the organs. If emotional fac- 
tors play a role, the physician must also sell the 
patient this idea, but tactfully, and without impli- 
cation that the patient is merely imagining his 
symptoms. 

Patients with ulcerative colitis and regional 
enteritis are completely dependent upon the phy- 
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sician’s psychological support. Some physicians 
have, therefore, proposed specific measures for 
building up the patient’s ego and self-confidence, 
such as engaging the patient in a game of checkers 
or chess and making sure that the patient wins. 
My own opinion, however, is that no such artificial 
methods can succeed. Constant medical effort and 
constant personal interest are the ingredients that 
patients with enteritis and ulcerative colitis need 
to maintain their morale and hope. 


Sound Drug Use 


Finally, the physician may make sound use of 
the drugs now available to alter states of tension, 
anxiety or depression. By “sound use” I mean that 
an agent of this type is used not as isolated ther- 
apy but to support the main purpose of treatment, 
whether this is reassurance, the correction of 
faulty bowel habits, or the healing of an inflamed 
intestine. The anxious patient who is sent home 
not only with an adequate explanation but also 
with drugs that make him feel better is apt to do 
better than the patient whose persistent symptoms 
may make him forget the words of the doctor. 
Once fundamental improvement has been 
achieved, however, pharmacologic aids may well 
be omitted. 


The older sedatives, as exemplified by the bar- 
biturates, have little direct effect on the gut in 
less than hypnotic doses. Moderate and transient 
motor inhibition is sometimes effected by amphe- 
tamine. By and large, however, these agents should 
not be used for the purpose of affecting the gut 
directly; indications for their use must be based 
on their effect on the central nervous system. 


- Studies Carried Out 


Reserpine, if anything, is said by some to have 
a stimulating action as far as gastric secretion and 
motility are concerned. In studies carried out by 
us, over-all gastrointestinal motility did not appear 
to be affected by chronic use of a rauwolfia alka- 
loid. Nevertheless, it would appear advisable to 
use these alkaloids only with considerable caution 
in patients with peptic ulcers. 

Too little is known concerning the pharma- 
cology of the many tranquilizing and ataraxic 
agents that are appearing on the market to give 
sound advice concerning their use in the digestive 
disorders that we have been discussing. For the 
treatment of peptic ulcer, they appear neither 
necessary nor useful. In patients treated success- 
fully by surgery for chronic ulcer but suffering 
from the dumping syndrome, they may, on the 
other hand, make the symptoms more tolerable, 
although they do not affect the basic disorder. In 
ulcerative colitis and enteritis, tranquilizing drugs 
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may aid in giving the patient over-all support, but 
I have not detected any particular agent that is 
unusually beneficial, nor is there any consistent 
difference between the effects obtained by bar- 
biturates and by the newer agents. Some patients 
do better with one, some with the other prepara- 
tion. For the present, therefore, we must be guided 
hy empiricism. 


Tranquilizers Uncertain 


In patients with functional disorders of the di- 
gestive system, the usefulness of tranquilizing and 
ataraxic agents is also uncertain because so little 
is known concerning their direct effect on the gut. 


I would hate to give an agent that might calm the 
psyche but stimulate the gut to a patient already 
suffering from excessive motility. On the other 
hand, the unpredictable does happen. I recently 
saw an inveterate sufferer from heartburn who 
was miraculously relieved after another physician 
had given her one of the tranquilizing agents. 
The greatest usefulness for the newer tranquiliz- 
ing agents would appear to be in treating those 
that suffer primarily from anxiety, the first group 
of gastrointestinal complainers that I discussed 
with you. Since anxiety is at the root of their 
troubles, any pharmacologic agent that offers 
some measure of imperturbability should help. 





The Teenager — A Medical Enigma 


By Burr FRANKLIN JENNEss, M. D., Director or HEALTH SERVICE, 
Texas WESTERN CoL.eceE, Ext Paso : 


Teenagers may become problem patients without 
demonstrable pathology, and apparently healthy 
youngsters under emotional stress may tax the patience 
and skill of the most conscientious doctor. In such 
cases the doctor may become social counselor, guidance 
committee, or family consultant as well as medical 
advisor to the patient. 


Living as they do in that emotional interim between 
child and adult life, they often present a difficult and 
inconstant complex which even they do not under- 
stand and are unable to control. Their fast maturing 
endocrines are pouring their secretions into the flood 
tide of adolescence, and this glandular disturbance 
may be an important factor complicating the treatment 
of their simple maladies by introducing an emotional 
element into the cases, 


The teenage youth is perhaps the greatest social 
problem in the home today, rae | as a patient probably 
the most difficult to treat. Teenagers are the victims 
of their growing pains, and the resulting emotional 
instability so upsets their bodily functions that they 
may become psychasthenic in their behavior. They 
seem to be erratic in thinking and action, and their 
imaginary symptoms and phobias may seriously handi- 
cap medical treatment. 


Overwhelmed by emotions they may suffer from 
loss of sleep and malnutrition, or may become irritable 
and defiant with their elders. Hysteria is frequently 
seen in such cases. Emotional petulance is usually 
marked. Minor diseases and injuries and even serious 
respiratory infections are expected to be cured prompt- 
ly by a “pill” or a “‘shot’’, and impatience runs high 
if return visits are necessary. 

Not all medical cases of teenagers, of course, are 
complicated by emotional problems. They are especial- 
ly prone to attacks of the mild upper respiratory in- 
fections, and some are treated for anemia, under- 
weight, vitamin deficiency, acne and other manifesta- 
tions of faulty diet or poor hygiene; but the per- 
centage of serious acute organic disease in this general- 
ly healthy group is low, and of the chronic diseases 
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still lower. Minor accidents are frequent but proper 
treatment difficult to accomplish. 

Over a ten year period of teenage cases seen in a 
college clinic a large majority were complicated by 
emotional factors. In treating these cases it was found 
that the approach to each one is different, but it 
seems important that in every case the physician first 
seek the confidence of the patient, and in teenage 
practice this is not easy to do. 

The juvenile mind is an inquiring one, and while 
the teenagers are emerging bens the category of 
childhood they still want to know ‘what makes the 
watch tick”, and they feel that they are entitled to 
know why they are given treatment for one part of 
the body when the symptoms are in another. This 
often misunderstood attitude of these young patients 
is, the author believes, the working of that very com- 
mendable mental process called learning, with dif- 
ferent manifestations in youngsters who are probing 
their environment for knowledge they will so keenly 
need later in life. 

Some of these patients, however, seem to be skep- 
tical of any and all medical procedures. Some in- 
tensify their symptoms because of nervous tension 
worked up by fear of some impending calamity. Others 
minimize their ailments as only trifling discomforts 
and seek only assurance that they are not sick. 

These contradictory phases of youthful behavior 
frequently seen in the clinic seem to be emotional 
conflicts of minds in the making, and to be exag- 
gerated in young patients with neurotic tendencies. 
Such cases may be driven by somatic irritation of 
pain, or other peripheral response, to consult a doctor, 
but are swept by their emotions toward the paradoxical 
conduct they display in the physician’s office. 

If a few minutes are devoted to explaining to all 
teenage patients the reasons for what is being done, 
they become more co-operative in the treatment room. 
Skepticism is their challenge to the unknown, and 
throughout childhood and adolescence this challenge 
must be met patiently and kindly—even in the office 
of the busy medical practitioner. 
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General Principles in Surgery of 
Abdominal Trauma‘ 


By Georce F. Peer, CoLoNE.L, M.C., WiLtiam BEAUMONT ArRMy HospirA., Ext Paso 


In less than half a century, two great wars and a 
so-called police action have resulted in tremendous 
advances being made in the management of traumatic 
cases. This is particularly true concerning abdominal 
trauma. Prior to World War I a soldier who incurred 
an abdominal wound had very little chance of sur- 
viving his injury. 

In fact, his chances of surviving were so small that 
surgeons were reluctant to waste time and effort, that 
could be directed to less severely injured patients, 
in operating upon him, However, a few surgeons, 
perhaps with more courage than many of their col- 
leagues, did attempt to save the individual who had 
incurred an abdominal injury and as a result the 
mortality rate, which had been ninety per cent or 
more in the Civil War, was reduced to sixty-five per 
cent in World War I. In World War II the mortality 
rate was further reduced to approximately twenty- 
five per cent and in the Korean conflict it reached 
a level of approximately ten per cent. 


Surgeons Better 


What happened to bring about such a tremendous 
saving of lives? Surgeons were no better during the 
Korean conflict than during World War II. It is 
doubtful that any difference existed between the sur- 
geons of World War I and World War II. 


In fact, during all wars, much of the acute sur- 
gery is performed by relatively untrained surgeons. 
Only a few years elapsed between World War II and 
the Korean conflict, yet surgeons during the Korean 
conflict were able to reduce the mortality from ab- 
dominal wounds by approximately fifty per cent as 
compared to World War II. 


The great saving in lives has resulted from many 
things but primarily from our realization of the im- 
portance of prompt and adequate resuscitation of the 
injured patient. Resuscitation involves principally the 
treatment of shock. We now know that the treatment 
of shock demands the use of whole blood and this 
in large amounts. 


Time Lag Factor 


Time lag (the interval between the time of injury 
and the time of operation) is an important factor in 
the mortality resulting from abdominal wounds. How- 
ever, Colonel James Forsee of the 2nd Auxiliary Sur- 
gical Group, during World War lI felt that the 
deleterious affects of abdominal wounds were not 
so much the result of delay in instituting the operative 
procedure as it was the delay in instituting resuscita- 


*K'rom Symposium on Surgery in Acute Trauma delivered at 
William Beaumont Army Hospital, April 1956. 
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tive therapy. In the later stages of the Korean con- 
flict, warfare was stabilized permitting rapid evacua- 
tion of casualties. 


Perhaps of greater significance was the action taken 
to combat shock by the early administration of a 
plasma volume expander, in many instances by aid- 
men, and by the administration of whole blood as 
far forward as the aid station. It was almost routine 
to have helicopters fly into the mobile surgical hos- 
pital with patients who were having blood adminis- 
tered to them during the period of evacuation. 


Resuscitation 


Since first consideration in the management of 
patients having suffered abdominal trauma must be 
resuscitation, this aspect of management must be 
started promptly. 


Resuscitation involves primarily the treatment of 
shock, so the administration of blood, or of a plasma 
volume expander until blood is available, must begin 
immediately and continue until the general condition 
of the patient warrants removal to the operating room 
and thereafter as needed. 


If it seems impossible to get the patient's blood 
pressure stabilized at a favorable level, it may be 
necessary to take the patient to surgery immediately. 
The operation is considered an anti-shock measure in 
itself. If there is no response to the usual resuscita- 
tion procedure one must consider common causes for 
very severe and continuing shock: 


1. Continuing hemorrhage. 

2. Active peritoneal contamination with perito- 
nitis or in wounds of the buttocks and rectum, 
pelvic cellulitis or anaerobic myositis or cel- 
lulitis. 

3. An extensive evisceration. 

4. Blast injury of the lung, heart, abdomen or 
brain. 

5. Other severe wounds. 


Generally in those cases who must be taken to sur- 
gery while still in shock, there is continuing intra- 
abdominal hemorrhage. Likewise, if there is massive 
fecal contamination of the peritoneum, closure of the 
intestinal wound thereby putting a stop to the con- 
tinuing contamination, will be of great help in com- 
bating shock. 


Careful Examination 


During the period of resuscitation as the general 
condition of the patient improves he is carefully ex- 
amined, It is important to reconstruct, if possible, 
the actual sequence of events leading to the wounding 
of the patient. 
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It is helpful to get some idea of his position when 
struck because position has much to do with the path 
of the missile. When one knows the point of en- 
trance of the missile and the position of the patient 
at the time, one can predict with a high degree of 
accuracy the exact missile damage. 


It is well to bear in mind when examining the 
patient that the point of entrance of the missile does 
not necessarily have to be on the anterior abdominal 
wall to involve the abdomen. It is important to re- 
member that the peritoneal cavity has a top, bottom 
and back, and that a missile wound of the back is 
just as apt to involve the abdomen as a wound of the 
anterior abdominal wall. 


In making the examination, the presence of as- 
sociated injuries should be borne in mind. One should 
particularly be aware of the possible existence of in- 
jury to the central nervous system. 


Important Consideration 


Whether or not an intra-abdominal viscus has ac- 
tually been injured is an important consideration, 
because this fact largely determines the necessity for 
laparotomy. It is not always an easy decision to make. 
The physical findings of a patient who has suffered 
an intra-abdominal injury usually includes in addition 
to shock, abdominal tenderness, rigidity and absence 
of peristalsis. 


These same signs and symptoms may be found, 
however, in a patient with wounds in the chest, spine, 
pelvis, and soft tissues about the abdomen. In addi- 
tion to the physical examination a routine urine anal- 
ysis is important to rule out an otherwise unsuspected 
injury to the genito-urinary system. Often by rectal 
examination the presence of fresh blood is discovered 
indicating injury to the lower part of the intestinal 
tract. 


In addition to the physical examination an x-ray 
of the abdomen is of great help particularly if the 
missile has been retained. The knowledge of the 
exact point of entrance and the location of the mis- 
sile as shown on the film is of great help in deter- 
mining whether the peritoneum has been penetrated. 
The presence of free air in the peritoneal cavity in- 
dicates perforation of a hollow viscus. 


Preoperative Preparation 


Once the decision for surgery has been reached, 
preoperative preparation of the patient must begin. 
Special measures applicable to patients with abdomi- 
nal wounds include gavage of the stomach followed 
by suction drainage of the stomach, bronchoscopy if 
there is tracheo-bronchial obstruction, and beginning 
administration of antibiotics. A catheter should be 
placed in the bladder and left there. 


At surgery ether is the anesthetic agent of choice 
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and preferably administered through an endo-tracheal 
tube with a closed system. It affords relaxation of 
the patient and prevents aspiration of foreign ma- 
terial during operation. 


A vertical abdominal incision affords the best ex- 
posure, is easiest to extend to permit examination of 
the entire intestinal tract, and is the least liable to 
complication. It may be mid-line or paramedian. 
This incision can be extended laterally if the need 
arises. 


A short, laterally placed secondary muscle splitting 
incision following the direction of the fibers of the 
external oblique muscle will allow for stab wound 
drainage, exteriorization of an injured colon, or 
colostomy away from the operative incision. 


Rapid Exploration 


A rapid and systemic exploration is carried out to 
determine the sites of injury and the indicated cor- 
rective procedures. Serial examination of small in- 
testine must be done, carefully delivering the in- 
testines on warm moist packs on the abdominal wall 
when necessary. 


This is followed by an examination of stomach, 
duodenum, liver, gallbladder, pancreas, and spleen. 
The gastrocolic omentum must be opened. The colon 
is then examined. The suspected area of injury is 
approached last unless hemorrhage is encountered. 
Tension on the mesentery of the small intestine is to 


be avoided. 


Finally the bladder and kidneys should be exam- 
ined and a search made for retro-peritoneal hematoma. 
Wounds most often overlooked are those located at 
the junction of the mesentery with the small bowel ; 
along the curvature of the stomach; on the posterior 
surface of the stomach; in the duodenum; in the 
transverse colon including the flexures; in the pelvic 
portion of the colon and the rectum. 


Drainage Imperative 


Before closing the operative wound, consideration 
must be given to drainage of the peritonel cavity. 
All wounds of the liver and biliary passages and of 
the pancreas must be drained. Drains should be 
brought out through stab wounds in the lateral ab- 
dominal wall or flank. 


Wounds of the extra-peritoneal portion of the 
colon or of the duodenum must be drained through 
stab wounds. For dependent drainage of posterior 
lateral wounds of the abdomen incisions are made 
in the loin. In all instances soft rubber Penrose tis- 
sue drains are the drains of choice. 


In the management of mass casualties closure of 
the abdominal operative wound is best accomplished 
by through-and-through wire placed 3 cm from the 
wound margin and 3 cm apart and approximated 
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without tension usually passing through small rub- 
ber tubing and tied to avoid cutting into the skin. 


Postoperative care is directed toward keeping the 
circulating blood volume up to an approximately 
normal level. Water, electrolyte, nutritional elements 
and vitamins should be maintained and balanced. 
Naso-gastric suction should be maintained until in- 
testinal function has been restored, usually for a period 
of about 72 hours. Antibiotic therapy is used rou- 
tinely. 


No Radical Change 


There has been no recent radical change in abdom- 
inal surgery. In principal all small bowel injuries 
should be closed when possible, and when the blood 
supply is adequate. All large bowel injuries should 


be exteriorized by the simplest method possible. In- 
juries below the rectosigmoid which cannot be ex- 
teriorized must be closed and a complete diversion 
of the fecal stream catried out proximally to the 
sutured area. 


Combined thoracic and abdominal wounds con- 
stitute the greatest surgical problem. The patient 
must have very adequate resuscitation and special at- 
tention must be given to anesthesia. Finally, confront- 
ed with dual lesions, one must determine whether 
both can be done at the same sitting. If they cannot, 
usually the abdominal procedure must take precedence. 
Most of the thoracic wounds can be temporized with. 
However, in most instances of dual lesions both can 
be taken care of at once in which case thoracotomy, 
if necessary, takes precedence. 





A New Nonmercurial Diuretic 


ROLICTON(R) (Aminoisometradine ), 
—Settel, E.: Postgrad. Med. 21:186 (Feb.) 1957 


Rolicton(R) (amisometradine), a new oral, non- 
mercurial diuretic agent was studied by the author 
in 47 patients. It is believed that the drug acts by 
preventing reabsorption of sodium in the renal tubules 
by interference with the sulfhydryl enzyme system. 
Laboratory and clinical evidence indicates that sodium 
and chloride ions are excreted in about equimolar 
quantities, the excreted sodium carrying proportion- 
ate quantities of water with it. 


Forty-four of the 47 patients in this study were 
classified as class two to four cardiacs. The remain- 
ing three patients had premenstrual tension and 
edema. 


Various Diuretics 


Thirty-six of the 44 cardiac patients had been 
taking various mercurial and nonmercurial diuretics 
orally during the two years before this study. Because 
of intolerance to these preparations (rashes, nausea, 
vomiting and diarrhea) or owing to their ineffective- 
ness, most of these patients had ceased to take these 
drugs or had been taking them only sporadically. 


Rolicton was administered orally for 12 to 16 
weeks, and the dosage adjusted to the response of 
each patient. Results were highly satisfactory. During 
the first five days of treatment, the patients lost an 
average of 3.4 pounds. In the first 24 cases in which 
the drug was used, 200 mg. was administered three 
or four times a day. The average loss of weight in 
these cases was 2.9 pounds. When treatment was 
begun by administering 500 mg. of the drug, the 
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average loss of weight was 4.2 pounds in five days. 


There was an obvious stabilization of ‘dry’ weight 
in practically all of the 47 cases. There also was an 
immediate improvement in the associated symptoms 
both in the 44 cases of congestive heart disease and 
the three cases in which edema was associated with 
premenstrual tension, Mood and morale improved 
markedly. The patients with premenstrual tension 
were enthusiastic about the relief of tension, nervous- 
ness, anxiety, headache and swelling. 


Most spectacular and welcome from the patients’ 
point of view was the marked reduction in the neces- 
sity for parenteral administration of mercurial diu- 
retics. 


There was a decrease of approximately 88.7 per 
cent in the number of injections required. This 
reduction released nurses for other duties and spared 
patients the pain of repeated injections. The drug 
was exceptionally well tolerated. 


Summary 


In summary, the author states that Rolicton is an 
effective, safe, nonmercurial diuretic which can be 
administered orally. It appears to be the drug of 
choice for treating long-standing edema. It ap- 
parently was tolerated better than other oral diuretics 
which had been administered previously in this group 
of patients. In addition, it produced diuresis more 
promptly and maintained ‘‘dry” weight satisfactorily 
for long periods with small doses. 
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Clinical Note on 


“Painful Ovaries” 


By Josepn B. Rappin, M. D., PHOENIX 


Women of all ages who complain of pelvic pain 
and backache are often informed by physicians that 
their distress is due to ‘‘painful ovaries.” Further- 
more, even young women are advised all to frequently 
that the only possible cure is removal of one or both 
ovaries. 


I have recently treated several girls in their early 
twenties who were submitted to the tragedy of castra- 
tion for “painful ovaries.” One girl was nineteen 
years of age, the mother of two children, at the time 
of her operation! None of her pelvic pains or back- 
ache were relieved by castration. A severe ‘‘psycho- 
neurosis,” due to castration hormone imbalance, now 
complicated her continued ill health. A_ lifelong 
burden of hormone substitution therapy, which will 
not subside for many years, if ever, was added by 
the castration operation. 


Hormone therapy will never completely compen- 
sate for castration. Removal of just one ovary is not 
an innocuous procedure. Every surgeon is well ad- 
vised never to remove ovaries except for carcinoma. 
In over twenty-five years of practice, | have advised 
removal of only one ovary. That was twenty years 
ago for a ‘chocolate cyst’’ of an ovary. 


Today that ovary could be saved by appropriate 
hormone medication. When a surgeon offers the 
excuse for removing an ovary that it was cystic, or the 
operation was performed only after ‘failure of hor- 
mone therapy,” the hormone therapy was not appro- 
priate or competent and castration can seldom be 
justified, based on post-operative health. 


Diagnosis 


When a normal ovary is squeezed between palpat- 
ing fingers, pain is felt. Pressure on any normal ovary 
is painful and can be compared to the sensation felt 
by any man when a testis is squeezed with equal 
pressure. Ovaries and testes are both naturally sensi- 
tive to pressure and that fact does not denote the 
presence of any pathology. In women it does not 
account for pelvic pain. 


The error in diagnosis seems to arise from the 
manner in which the vaginal examination is per- 
formed. Careful speculum and bimanual examination 
will reveal the fact that motion of the cervix is the 
cause of the pelvic distress and backache. Gentle 
vaginal inspection will demonstrate that when the 
cervix is moved the “ovary pain” is produced. It is 
not necessary to squeeze the ovaries to elicit the pelvic 
pain so frequently diagnosed as “painful ovaries.” 


Endocervicitis is the most common cause of this 
type of pelvic pain often called “ovary pain.” There 
are few exceptions to the general statement that prac- 
tically all vaginal discharges are due to infection of 
the cervical canal glands. Even with trichomonas and 
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monila infestations, therapy to the cervical glands is 
mandatory for cure. 


A woman was seen recently in whom supravaginal 
hysterectomy and the removal of her coccyx gave no 
relief for pelvic, back and leg pain. She wisely 
refused castration (which had been advised). Therapy 
to the cervical canal gland infection in three months 
completely relieved all complaints due to pelvic cel- 
lulitis in this young woman who had been completely 
disabled for 16 years (from 19 to 35 years of age) 
with back and leg muscle pains. Since she still has 
her ovaries, substitution therapy will not be neces- 
sary. Patients with similar histories are encountered 
by physicians regularly and are as regularly labeled 
as being ‘‘neurotic.” 


« 
+ 


Comment 


Pain from endocervicitis radiating from the in- 
fected cervix by the utero-sacral ligaments to the 
sacral region often simulates coccygodynia, sacro-iliac 
arthritis, or sciatica. 


Pain passing along the broad ligaments from the 
cervix is felt as “hip” pain in either or both joints 
and is especially confusing on pelvic bimanual exami- 
nation with true ovary pain. 


Pain transmitted along the round ligaments is felt 
low anteriorly and is often believed by the woman 
herself to be caused by, or actually, “ovary pain.” 


Pelvic pain or distress due to primary ovarian 
pathology is rare. Today painful ovarian ‘chocolate 
cysts” can be treated with hormone medication and 
the ovary will resume normal function. Simple cysts 
need only be punctured, if any surgery is needed, 
unless huge. 


Most pelvic pain is due to endocervicitis. Therapy 
to cure the cervical canal gland infection is essential 
for cure. Castration is not indicated. Supravaginal 
hysterectomy does not relieve the pelvic distress be- 
cause the cervix is retained. Even when total hysterec- 
tomy has been performed the pelvic cellulitis is not 
cured and vaginal treatments are needed to relieve 
what is also called pelvic parametritis. 


Conclusion 


Careful and painstaking gynecological diagnosis, 
hormone therapy and treatment of endocervicitis will 
render most pelvic operations with removal of one 
or both ovaries and the uterus entirely unnecessary. 
The critical diagnostic maneuver is whether or not 
the pelvic pain (the supposed ‘‘ovary pain’’) is elicited 
by movement of the cervix. When endocervicitis is 
present, the correct diagnosis should be promptly 
suspected and treatment to the cervix instituted, not 
castration or hysterectomy. ‘Painful ovaries’ is rarely 
a correct diagnosis. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 





July 18, 1957 





Frederick P. Bornstein, M.D. — Editor — Case No, 839 
Presentation of Case by Dr. Nathan Kleban 


History — Dr. Rita Don: 


C.C.: Weakness, fatigue, chills and low grade 
fever almost every night for one year’s duration. 

P.I.: The patient was a 47 year old white male 
cotton picker who was admitted to El Paso Gen- 
eral Hospital on March 3, 1957. On admission he 
stated that for the past year he had been feeling 
weak and tired, with a low-grade fever almost 
every night preceded by a chill. For the past six 
months he had noticed a dull aching pain in the 
sacral region. During the past three weeks he had 
had a dry, hacking cough, most pronounced at 
night, and he had suffered swelling of his feet and 
ankles. For the past two weeks he had a swollen 
right elbow and swelling of both hands. 

P.H.: The patient had influenza one month prior 
to admission, pneumonia one year ago, and spinal 
meningitis in 1950. He was a heavy cigarette 
smoker. He did not consume alcoholic beverages. 

F.H.: His father died at 74 years of age with 
heart trouble. His 89 year old mother, four broth- 
ers and one sister are living and well. 

Physical Examination: , 

Physical examination on admission revealed an 
extremely pale, chronically ill white male. B. P. 
120/60, P. 100, R. 48, T. 99.8. 

Pupils were round, regular, équal, and reacted 
to light and accommodation; funduscopic exam- 
ination of the right eye showed a crescent-shaped 
hemorrhage in the right upper quadrant and an 
organizing hemorrhage inferior to the disc; flecks 
of blood were noted in both nares. 

Chest was clear to palpation, percussion and 
auscultation. Heart: regular rhythm, no cardiac 
enlargement or murmurs. Abdomen: epigastric 
tenderness on palpation, liver and kidneys not pal- 
pable, spleen palpable four cm, below the left 
costal margin, normal bowel sounds, right inguinal 
hernia. Extremities: 2+ pitting edema of feet and 
ankles. Lymph nodes: no adenopathy. Neurologi- 
cal: physiologic. 


Hospital Course: 


The patient’s course in the hospital was gener- 
ally poor and gradually down hill. While in the 
hospital he received 18 units of whole blood. Fol- 
lowing the blood transfusions he would improve 
for a day or two in regard to his complaints of 
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weakness and fatigue. Then he would rapidly de- 
cline. 

On March 28 the patient developed a petechial 
rash on the left side of his forehead and face and 
both upper extremities, On April 10, 1957 the 
patient showed generalized edema. April 19, 1957 
the patient spiked a temperature to 104 (prior to 
this time he had been afrebile) and complained he 
was unable to talk or swallow. Examination re- 
vealed edema of the pharyngeal mucosa and small 
purulent patches on the tonsils. 

On April 22, 1957 his B. P. suddenly dropped to 
70/20 and the patient was perspiring profusely 
and complaining of extreme shortness of breath. 
Despite whole blood and normal saline solution 
with Levophed he expired at 4:55 p.m. 

Throughout the patient’s stay in the hospital he 
received multivitamins and Penicillin 600,000 units 
b.i.d., Phenergan expectorant with codeine inter- 
mittently for his cough. Beginning March 23, he 
received meticorten 30 mgs. daily, March 28 dia- 
mox 250 mgs. daily, April 1 Sparine 50 mgs. every 
four hours, April 10 Achromycin 250 mgs. q.i.d. 
and ascorbic acid 100 mgs. q.i.d. 


Laboratory: 

X-rays: 

March 3: Chest — Healthy Chest. 

March 4: Right elbow — elbow negative for 
evidence of fracture. 

March 4: Upper GI: Findings consistent with 
duodenitis; an ulcer cannot be excluded; inguinal 
hernia on the right. 

March 8: Pelvis: Pelvis negative for evidence of 
metastasis. 

March 22: Barium enema: Colon negative for 
evidence of polyps, obstruction or malignancy. 

March 25: Skeletal survey: “Skeletal survey 
negative for evidence of bone pathology. 


Laboratory studies: 


March 3: Hb. 4.4 gms., Ht. 14, WBC 24,500, 
segs. 13, lymphs. 85, eos. 2 

March 4: Hgb. 5.5 gms., Ht. 20, WBC 16,300, 
segs. 6, stabs, 2, juveniles 1, lymph. 89, monos, 1, 
baso. 1 
Van den Bergh — Direct 0.2 mg. % 

March 5: V.D.R.L. negative 

March 6: Hgb. 5.9 gms., Ht. 21 
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March 11, 1957: Hgb. 7.4 gms., Ht. 26, WBC, 
14,250, segs. 20, lymphs. 77, mono. 1, Eos. 2 
March 12: Stool examination: Ocult blood 
1 + — no ova or parasites found 
March 12: Gastric washings — Free HCL — 0° 
Total acidity 7° No AFB seen 
March 15: Hgb.—7.0 gms., Ht. 26, WBC 
9,300, segs. 9, lymphs. 91 
Bone marrow biopsy, right iliac crest: “Bone 
marrow fibrosis” 
Stool culture: Negative for pathogens 
March 17: Hgb. — 7.4 gms., Ht. 25 
March 18: Electrocardiogram: Within normal 
limits 
March 19: Coombs test: Direct, negative; Indi- 
rect, negative 
March 19: B.S.P.: 0% in 45 min. 
Thymol turbidity: — 3.5 units 
Total proteins: — 6.1 gms. % 
Albumin: — 3.8 gms. % 
Globulin: 2.3 gms. % 
March 22: Hgb. 6.8 gms., Ht. 22, WBC 12,900, 
segs. 5, myeloblast 1, lymphs. 93, mono. 1, eos. 1 
March 29: Urinalysis: Reaction neutral, S.G. 
1,010, albumin and sugar negative, microscopic 
negative 
April 11: Hgb. 3.8 gms., WBC 12,000 
Urinalysis: Reaction acid, S. P. 1.012, albumin 
and sugar negative, microscopic negative 
April 12: Hgb. 4.6 gms., Ht. 16, WBC 7,900, 
segs. 3, stabs. 1, juveniles 1, myelos. 1, Lymph. 94 
~ platelet count, too few to count 
April 13: Hgb. 5.8 gms., Ht. 21 
April 16: Hgb. 6.2 gms., Ht. 24 


X-Ray Discussion — Dr. Vincent Ravel: 


We have two examinations of the chest, neither 
one of which show any significant changes, par- 
ticularly in regard to the bony architecture of the 
thorax, in view of the fact that there was a pos- 
sible metastatic disease, The cardiac silhouette ap- 
pears natural and shows no significant changes. 

The upper GI series reveals an irregularity of 
the duodenum that would suggest a duodenitis; 
and I would like to call particular attention to the 
fact that the stomach is somewhat displaced by 
this soft tissue mass in the left upper quadrant, 
representing the spleen. 

We did a complete skeletal survey and found no 
evidence of metastatic disease, there was no evi- 
dence of blood dyscrasis, we could see nothing 
suggestive of a lymphoblastoma or a leukemia. 

The only thing we can say is, (1) he has an en- 
larged spleen; (2) he has no evidence of meta- 
stasis; (3) he has a duodenitis; and (4) he has an 
inguinal hernia. 
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Clinical Discussion: Dr. Nathan Kleban: 


A respiratory infection which was termed pneu- 
monia apparently was the beginning of this 47- 
year-old agricultural worker’s illness one year be- 
fore his death. We are not aware of exposure to 
irradiation, or to any type of drug which could 
have had an unfavorable influence on his bone 
marrow. Whether or not his smoking had an ad- 
verse effect on his life, we do not know because 
as yet there have been no statistical reports. 

The meningitis which he had in 1950 was prob- 
ably unrelated to his final and terminal illness, 
although it would have been of interest to know 
what his blood picture was, and whether his spleen 
was palpable. Following the respiratory infection 
one year before his death, the patient noted a sense 
of tiredness, evening chills, feverishness; on several 
occasions, six months before admission he noted 
black stools, and after this he began to experience 
a pain in the sacral region. 

There was another chest illness several months 
before admission which was termed influenza with 
a residual non-productive cough, worse at night; 
and about that same time swelling of his feet and 
ankles and orthopnea developed, which suggests 
congestive heart failure. In addition the patiegt 
lost his appetite, vomited several times. On several 
occasions the vomitus contained small amounts of 
blood; and he noted swelling of his hands and of 
his chest elbow for several weeks before he was 
referred to this hospital from Alamogordo. 


Significant Findings 


The significant physical findings on admission 
were as follows: there was a low grade fever pres- 
ent which, contrary to the protocol, continued to 
be intermittently present throughout his hospital 
stay. It was not characteristically Pel-Ebstein, or 
undulating in pattern. Striking pallor, evidence of 
capillary retinal and nasal mucosal bleeding, epi- 
gastric tenderness and moderate enlargement of 
the spleen were noted. 

There was a right inguinal hernia, diagnosed by 
physical examination and radiographically. There 
was pitting edema of the lower extremities. There 
was a surprising absence of heart murmurs, lymph- 
adenopathy, and rales; no swelling of the hands 
and right elbow were noted. 

The outstanding laboratory findings were the 
profound anemia, with a hemoglobin of about four 
grams.:The anemia apparently was a normocytic, 
slightly hypochromic one. At this point, since there 
is no one to say nay, and this is a discussion by 
substitutes, I will ask Dr. Don to describe the mor- 
phology of the red cells, which is an important 
piece of information available neither on the chart 
nor on the protocol. 
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Dr. Rita Don: 


The morphology of the red cells in the peri- 
pheral smears was as Dr. Kleban has already men- 
tioned. They were normal in size with rather 
marked hypochromia. 

Dr, Kleban: 

There was initially a leukocytosis of about 
24,000. The total white count diminished over a 
period of several days, and along with the decrease 
in total white count the patient received Penicillin 
and at the same time received transfusions, with 
an increase in his red blood cells. 

Surprisingly, the differential count showed a 
predominance of lymphocytes, which was reported 
throughout his hospital stay, with no comment as 
to anything being unusual or out of the ordinary 
about them. They were simply reported as lymph- 
ocytes and the differential count was in the neigh- 
borhood of 80 or 90 per cent. There were no plate- 
lets reported in one attempt to count platelets. 
There was no evidence of hemolysis. 

One stool contained 1+ occult blood; there was 
a single notation in the nurses’ notes that there 
was one black stool, and several other notations of 
normal colored stools. To begin with he apparently 
lost a small amount of blood from his gastro- 
intestinal tract, but he had no continuous massive 
bleeding. 

The electrocardiogram was normal. The liver 
function studies were normal. The urine was not 
remarkable. The Coombs test was negative, both 
direct as well as indirect. This is fairly good evi- 
dence that there was no acquired hemolytic pro- 
cess, either as part of his initial illness or subse- 
quent to the administration of the 18 units of 
blood which he received. 

Throughout his hospital stay. there was a low 
grade fever of around 100-101. There were sev- 
eral days when apparently he was free of fever 
prior to the elevation of 104 mentioned in the pro- 
tocol. The patient complained bitterly of pain in 
his back, in his legs, in his abdomen, and in his 
chest. . 

Continuous Cough 

There was a continuous non-productive cough. 
There were minor epistaxes, Petechiae were noted. 
The edema present in the lower extremities as- 
cended and before his death the edema extended 
all the way up to the top of his head. During the 
last few days the patient began to complain more 
and more bitterly of pain in his throat and inabil- 
ity to swallow. We can assume that he developed 
a very severe pharyngitis and laryngitis. 

His blood pressure began to drop on the last hos- 
pital day. He became cold and clammy, com- 
plained of severe dyspnea, and despite Levophed 
and blood transfusions he died. It would seem that 
he developed a pneumonia, undoubtedly his ane- 
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mia was more severe, and whether or not he was 
in congestive failure as well we don’t know. 


Clear-Cut Situation 


There seems to be a fairly clear-cut situation 
here. We were even given the bone marrow biopsy; 
the needle aspiration was unsatisfactory for exam- 
ination and Dr. Casiano performed a biopsy which, 
as indicated on the protocol, revealed fibrosis, al- 
though the report on the chart states that there 
were lymphocytes and plasma cells seen as the 
only cellular elements. 

The working diagnosis by Dr. Davidson and the 
house staff eventually was myelofibrosis, It seems 
to me that three things need to be considered; 
(1) Myelofibrosis, or agnogenic myeloid meta- 
plasia; (2) Aplastic anemia; (3) Leukemia. 


Aplastic Anemia 


Wintrobe states that in aplastic anemia the 
spleen is almost never palpable, and there is al- 
most never myeloid metaplasia or extra-medullary 
hematopoiesis. In aplastic anemia, however, the 
leukocytes are depressed and lymphocytes predom- 
inate. Now in view of the predominance of the 
“lymphocytes,” we would have to say that this is 
strong evidence in favor of an aplastic anemia, 
with the palpable spleen being against it. 

However, the bone marrow biopsy was in favor 
of a myelofibrosis, and the fact that the spleen was 
enlarged again is in favor of this being a myelo- 
fibrosis or myelophthisic anemia, with invasion of 
the bone marrow by some cell which does not 
ordinarily predominate there. 

In myelofibrosis, anisocytosis and poikilocytosis 
are almost characteristic morphological features. 
Their absence in this patient is evidence against 
agnogenic myeloid metaplasia. 

It is a difficult problem frequently to determine 
whether or not there is an agnogenic myeloid 
metaplasia or a myelogenous leukemia. There is 
nothing in favor of a myelogenous leukemia here 
because we have a predominance of “lympho- 
cytes.” 

This raises the question, are these lymphocytes 
or not? Were we given, as far as the chart is con- 
cerned, as far as the protocol is concerned, an ac- 
curate interpretation of those cells? Well, to me, 
this is not a rhetorical question, because I have 
subsequently found out the answer from Dr. Don. 
Do you want to say anything about those cells as 
far as the peripheral blood is concerned ? 


Dr. Don: 

In the differential counts the interpretation here 
of lymphocytes is actually an error. These cells 
were not, at least we believe, of the lymphocytic 
series, but immature granulocytes instead and also 
immature cells in the erythrocytic series. 
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Dr. Kleban: 

So the new evidence that we have, that these 
were not lymphocytes, closes the problem of “was 
this a myelofibrosis with agnogenic myelogenous 
metaplasia, myeloid metaplasia, or was this a mye- 
logenous leukemia?” To decide between the two 
we need to know what is in the bone marrow, to 
determine whether or not there is a hiatus in the 
development of cells. We don’t have that informa- 
tion. 

In agnogenic myeloid metaplasia, there is splen- 
omegaly, usually anemia, and leukopenia, but 
thrombocytosis rather than thrombocytopenia is 
usually present. Generally the diagnosis is made on 
the basis of bone marrow, finding the medullary 
substance replaced by proliferation of the connec- 
tive tissue stroma. 

There are about four different theories concern- 
ing the nature of this process. Dr. Damashek, | 
believe, gave his opinion when he was here at 
Providence Hospital in discussing thrombocyto- 
penia. There are some people who feel that this 
disease is related to thrombocytopenic purpura, to 
myelogenous leukemia, to polycythemia vera, in 
that they represent different manifestations of pro- 
liferation of all of the bone marrow, reticulum cells 
as well as stromal cells. The situation that arises is 
that the continued reproduction of the fibrous tis- 
sue presents the picture which is seen. 

Now the question which arose during this 
patient’s life, and which is the reason for keeping 
the surgeons here, is: should there have been a 
splenectomy? It used to be said that splenectomy 
is almost invariably fatal, because where the bone 
marrow is not capable of producing cells, the cells 
are being produced in the spleen instead, and pos- 
sibly in the liver as well as in the rest of the reti- 
culo-endothelial system. 

There were reports that patients did poorly and 
that on theoretical grounds splenectomy was 
contra-indicated. Subsequently there have been re- 
ports that it is indicated. 

There have been other reports that people do 
no better and no worse with splenectomy than 
they do without splenectomy. What would be a 
particular indication? Well, evidence of a hemo- 
lytic anemia would be evidence in favor of hyper- 
splenism. 

There is no evidence in this particular patient 
of a hemolytic component, However, I think that 
most people would probably agree that if a hemo- 
lytic component were contributing significantly to 
the picture, or if thrombocytopenia were a more 
serious factor than the depletion of red cells and 
white cells, splenectomy might be indicated. 


Dr. Jack Postlewaite: 
My impression is we might track this down as 
a problem of differential diagnosis in thrombocyto- 
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penic purpora. There are multiple classifications 
of causes of thrombocytopenic purpora which one 
must keep in mind. In addition we have to corre- 
late this to the end result of myelofibrosis which 
may have produced the same symptoms as an ex- 
hausted bone marrow. As to etiology, four major 
classifications should be considered; degenerative, 
infectious, metabolic and neoplastic. 

As to the infectious etiology, the man has a good 
history of respiratory system infections. The X-ray 
is vague in giving us a Clue but this is not unusual. 
In this area we have malnutrition with tubercu- 
losis as an etiology. Brucellosis is another one but 
I am not aware that Brucellosis terminates as 
thrombocytopenic purpora except due to treat- 
ment. 

The metabolic type of purpora is essentially 
a manifestation of hypersplenism. This man had 
an enlarged spleen. He ‘had a depressed exhausted 
bone marrow and he had abnormal cells and, 
terminally, hemorrhage with anemia. 

The fact that he did not respond to cortisone is 
good evidence that we are not dealing with hyper- 
splenism per se but perhaps a secondary type. De- 
generative types of bone marrow and degenerative 
types of thrombocytopenic purpura are often 
toxic; and I suspect that hormones, Penicillin, cer- 
tainly phenobarbital, all other sedatives, tranquil- 
izer pills, or happy pills, have created this problem 
for us. 

These patients improve when these agents are 
discontinued. However, there is no indication that 
this man had continuous therapy prior to admis- 
sion. The neoplastic causes of thrombocytopenic 
purpura are multiple. This man could have had 
carcinoma or carcinomatosis but the absence of 
masses, or metastases and the fact that the bone 
marrow was negative for malignant cells, speak 
against this possibility. 

Clinical Diagnosis: Myelofibrosis with myeloid 
metaplasia. 

Dr. Kleban’s Diagnosis: (1) Myelofibrosis with 
agnogenic myeloid metaplasia; (2) question of 
myelogenous leukemia; (3) severe pharyngo- 
tracheitis and pneumonia as terminal events, and 
(4) possible congestive heart failure due to anemia 
and unknown factors. 

Pathological Diagnosis: Myelogenous leukemia. 

Pathological Discussion: Dr. Rita Don: 

First I should like to know the bone marrow 
biopsy that was obtained while the patient was still 
with us; This was interpretated by Dr. Bornstein as 
being indicative of fibrosis of the bone marrow, 
with fibroblasts proliferating and an absence of the 
normal cellular structures. 

On autopsy the body was that of an extremely 
pale looking, elderly white male. Except for the 
extreme paleness of the skin, the external exam- 


SOUTHWESTERN MEDICINE 





o> mec f mme 


Aa fae S| — TF OA 


SE 


ons 
one 
rre- 
ich 
ex- 
{jor 
ive, 


ood 
ray 
ual. 
‘cu- 
but 

as 
2at- 


ally 
had 
sted 
ind, 


e is 
er- 
De- 
tive 
ten 
cer- 
uil- 
lem 


are 
that 
nis- 
onic 
had 
- of 
one 
yeak 


loid 


vith 
. of 
igo- 
and 
mia 


nia. 


aw 
still 
n as 
row, 


the 


nely 
the 


am- 


INE 





ination was not remarkable. There was no jaun- 
dice or hemorrhage, The positive pertinent find- 
ings on autopsy were small petechial hemorrhages 
throughout all organs. 

The main pathologic abnormalities were grossly 
enlarged liver and spleen. The liver weighed 3500 
grams, the spleen weighed 2000 grams and meas- 
ured 35 cm. in diameter. On gross examination 
the bone marrow appeared to be markedly hypo- 
plastic, was gritty in nature, and didn’t contain 
the normal amount of red pulp. On microscopic 
examination the liver and spleen showed evidence 
of extra-medullary hematopoiesis. 

It is interesting to note that there was an ab- 
sence of megakaryocytes in both the liver and 
spleen. Contrary to what we thought while the 
patient was living, and at gross examination at 
autopsy, the bone marrow was not aplastic but 
hyperplastic and contained a large amount of im- 
mature cells of the myelogenous series with some 
erythroid hyperplasia. 

Final Diagnosis 

So the final diagnosis of this patient is myelogen- 
ous leukemia as evidenced by the findings in the 
ribs, sternum, iliac crest and the vertebrae, with 
myeloid metaplasia and extra-medullary hemato- 
poiesis of the liver and spleen. Apparently the 
patient did have myelogenous leukemia. Why it 
was not picked up on aspiration of the bone mar- 
row or bone marrow biopsy I cannot say. The evi- 
dence at autopsy shows that he did myelogenous 
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leukemia. In retrospect the most significant factor 
which favors this diagnosis as opposed to agno- 
genic myeloid metaplasia is the absence of mega- 
karyocytes in the areas of metaplasia in the liver 
and spleen. 

Editorial Comment: 

This case was picked for Clinical Pathological 
Conference mainly to demonstrate the problems in 
a field where our ignorance is considerable and 
our knowledge is scant. The evidence here sug- 
gests a differential diagnosis of agnogenic myeloid 
metaplasia versus myeloid leukemia, 

In addition there are hematologists who feel 
that a sequence of events starting with a nearly 
fibrotic bone marrow and ending with a hyper- 
plastic one does not belong in either of these classi- 
fications. 

They prefer to interpret such processes as reac- 
tive hyperplasias of a previously damaged bone 
marrow. 

This concept would at least explain why the 
first bone marrow biopsy showed an aplastic and 
nearly fibrotic bone marrow. This observation is 
added to make it clear that at the present state 
of knowledge, no final classification of this group 
of diseases has been arrived at. 

Future observations are needed to clarify the 
nosological relations between myelogenous leu- 
kemia, reactive hyperplasia of the bone marrow 
and extra-medullary hematopoiesis. 
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The Cardiovascular System 
Edited by Andrew M. Babey, M.D., Las Cruces, N. M. 


Pointers’ from the Case Records of Massachusetts General Hospital 





Current Therapy — Notes on Somatic Treatment in Psychiatry and 
Psychosomatics with Special Reference to Electroshock Treatment 
By J. Edward Stern, M.D., and Ann Brennan Damiani, M.D., El Paso 


The President's Column — An Important and Valuable Medical Meeting 
By Celso C. Stapp, M.D., El Paso 


Southwest Obstetrical and Gynecological Society Will Meet 
in Las Vegas, Nevada, Nov. 4 and 5 


Southwestern Medical Association nveeting in El Paso, Oct. 9-1! 


Emotional Factors in Disorders of Menstruation and Infertility 
By Joseph Rogers, M.D., Boston 


Evaluation of an Oral Hormone-Vitamin Preparation in Geriatric Patients 
By Milton Ende, M.D., Petersburg, Va. 


The Neurological Manifestation of Dissecting Aneurysm of The Aorta 
By Murray Persky, M.D., El Paso 


Border Public Health Association Elects Officers 


Monthly Clinical Pathological Conference of El Paso General Hospital 
Frederick P. Bornstein, M.D., Editor 
Presentation of Case by E. S. Crossett, M.D. 


Coming Meetings 
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NT .contains 


| (diphenhydramine 
wis)... 80 mg. 
. 12 gr. 
es gr. 
» 2 gr. 
F ¢ 1/10 gr. 
> euppiied: B: N EXPECTORANT 
e "<4 available in 16-ounce 
“and I-gallon, bottles. 
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